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SYNOPSIS 
 
 
This thesis examines aspects of the prevention of sexually transmitted diseases 
(STDs) in the Australian community, with a particular emphasis on 
HIV/AIDS in the context of general practice (or primary care settings).  The 
work has four broad aims: 
 
i) To describe the primary prevention of sexually transmitted diseases, 
following from the arrival of the HIV/AIDS pandemic in Australia 
 
ii) To describe HIV/STD risk behaviour  
 
iii) To summarise previously known evidence of interventions to reduce 
risk and to raise awareness of HIV and other sexually transmitted 
diseases  
 
iv) To contribute new evidence addressing the potential of the general 
practitioners’ role in HIV/STD prevention 
 
 
The first chapter gives a brief review of the history of HIV/AIDS from its 
discovery in the United States of America to its appearance in Australia and 
New Zealand, and discusses the Australian response strategies, both initial and 
continuing, to confine the epidemic.  Specifically, the arrival of HIV/AIDS 
gave rise to increasing awareness of sexually transmitted diseases, which 
hitherto, although sometimes chronic, were rarely fatal.  The public health risk 
of HIV necessitated swift government action and led to wider acceptance of 
publicity about sexual behaviour.  Although the thesis does not concentrate 
 xiv
solely on HIV, this is still an emphasis.  This chapter provides useful 
background to ensuing chapters. 
 
Chapter Two provides an overview of behavioural risk in sexually transmitted 
diseases.  It gives a review of risk factor prevalence studies, and introduces 
risk behaviour and cognitive models of behaviour change, as applied to STD 
risk.  Sexual behaviour is a complex social interaction, usually involving more 
than one person, and relying on the personality and behaviour patterns 
intrinsic to the individuals taking part.  It is therefore perhaps more 
challenging to alter than behaviour which is undertaken alone, being 
dependent on the behaviour and intentions of both parties. Moreover, 
comprehensive assessment of sexual risk behaviour requires very detailed 
information about each incident.  Its private nature makes accurate data 
difficult to obtain, and sexual risk behaviour is, correspondingly, difficult to 
measure.  
 
Chapter Three reviews the effectiveness of interventions tested in primary 
health care settings to reduce sexual risk behaviour.  The candidate uses a 
replicable method to retrieve and critique studies, comparable with standards 
now required by the Cochrane Collaboration.  From 22 studies discussed, nine 
health interventions were short, ‘one-shot’, efforts owing to limited time, 
resources and other practical constraints.  This review demonstrates the 
scarcity of interventions with people who may be perceived as ‘low-risk’. 
Only four interventions were carried out in community health centres and two 
in university health clinics. One of the university interventions showed no 
change in sexual behaviour in any of three arms of the intervention (Wenger, 
Greenberg et al 1992) while the other showed an increase in condom use in 
both groups, although the intervention group’s self-efficacy and assertiveness 
also improved  (Sikkema, Winett & Lombard 1995).   The rationale for the 
intervention, where given, is described. 
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Chapter Four analyses the content, format and quality of sexual health 
information brochures available in New South Wales at the time of the 
candidate’s own planning for an interventional study.  One of the most 
effective ways to disseminate information widely is by the use of educational 
literature, especially when the subject material is potentially sensitive or 
embarrassing to discuss in person.  In this chapter, the candidate reviews the 
literature available at the time of designing the intervention used in Chapter 
Five.  Readability, attractiveness, clarity and the accurate presentation of facts 
about sexually transmitted disease risk are examined for each pamphlet. Forty-
seven pamphlets were scored according to the Flesch formula, and twenty-
four of these scored in the ‘fairly’ to ‘very difficult’ range.  There was, 
therefore, a paucity of easy-to-read material on these subjects. 
 
Chapter Five evaluates a general practitioner-based counselling intervention to 
raise awareness of sexually transmitted diseases and to modify HIV/STD risk 
behaviour.  While adults aged 18-25 are less likely than older cohorts to have 
a regular general practitioner or to visit often, most people visit a general 
practitioner at least once a year.  This could provide an opportunity for the 
general practitioner to raise preventive health issues, especially with 
infrequent attendees.  As the effectiveness of an opportunistic intervention 
about sexual risk behaviour was yet to be tested, the candidate designed an 
innovative randomised controlled trial to raise awareness of risk and increase 
preventive behaviour.  The participation rate was 90% and 76% consented to 
followup; however the attrition rate meant that overall only 52% of the 
original participants completed the follow-up questionnaire. The intervention 
proved easy and acceptable both to GPs and to patients, and risk perception 
had increased at three months’ follow-up; however this occurred in both the 
control (odds ratio 2.6) and the intervention group, whose risk perception at 
baseline was higher (odds ratio 1.3). 
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In order to establish some markers of risk in the general population, Chapter 
Six analyses data resulting from questions on sexual behaviour asked in the 
Central Sydney section of the NSW Health Survey.  The candidate advocated 
for inclusion of relevant questions to determine some benchmarks of sexual 
risk behaviour and to provide an indication of condom use among 
heterosexuals.  Although limited in scope as a result of competing priorities 
for questions in the survey, results demonstrate that, while a small percentage 
of people were at risk, those with higher levels of partner change or of alcohol 
use were the most likely to always use condoms.  Specifically, 100% of those 
with more than four new partners in the last 12 months had used condoms 
with every new partner.  In addition, ‘heavy’ alcohol users were more likely to 
report condom use every time with new partners (odds ratio 0.34). 
 
To furnish data to inform future planning of educational activities for general 
practitioners, Chapter Seven presents the results of a survey of Central Sydney 
general practitioners’ opinions and current practices in HIV risk reduction 
with in the broader context of sexually transmitted disease prevention. The 
general practitioner is in an ideal position to provide information and advice, 
especially if future research affirms the impact of such advice on STD risk 
behaviour.  General practitioners in this study said they would be slightly 
more likely to discuss sexual health matters with young patients than with 
older ones (p=0.091), but this was not significant.  The most cited barrier to 
discussing sexual health was inadequate remuneration for taking time to do so 
(over 50% gave this reason).  The next most cited obstacle was difficulty in 
raising the subject of STDs or HIV in routine consultations, but this reason 
was given by less than half the sample. Forty-six percent had participated in 
continuing medical education programs in STDs, HIV/AIDS, or hepatitis 
diagnosis or management; 32% of GPs had patients with HIV, and 55% of all 
GPs indicated they would like more training in management and continuity of 
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care of HIV patients.  Approximately half (51%) wanted more training in 
sexuality issues, including sexual dysfunction.         
 
Chapter Eight reviews the whole thesis and discusses future directions for the 
research agenda.    
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CHAPTER ONE 
 
 
Overview of the epidemiology and public health policy about HIV/AIDS in 
Australia, leading to the integration of HIV/AIDS with STD services  
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Introduction 
 
In this chapter, the candidate will give a brief overview of HIV/AIDS and its 
development into a worldwide pandemic, concentrating on the spread of the 
epidemic from the USA to Australia and New Zealand.  This chapter also 
places in context the influence that HIV/AIDS had both on raising awareness 
of the importance of sexually transmitted diseases (STDs) as markers of risk 
for HIV infection, and in legitimising sexual health research.  In addition, the 
development of Government public policy towards HIV and AIDS prevention 
in Australia will be summarised. 
 
HIV/AIDS 
 
United States of America 
 
A seminal report in the MMWR (Morbidity and Mortality Weekly Reports) by 
Michael Gottlieb, HM Schanker, PT Fan, A Saxon, JD Weisman, and I 
Pozalski was published on June 5, 1981 and described the diagnosis, at three 
different hospitals in Los Angeles, of fatal pneumocystis carinii pneumonia in 
five young homosexual men unknown to each other.  This infection, a 
protozoon-like organism that caused severe interstitial pneumonia, had 
previously been exclusively confined to severely immunosuppressed patients. 
Its appearance in five previously healthy individuals was unusual.  The report 
reads:  
‘The diagnosis of Pneumocystis pneumonia was confirmed for all five 
patients ante-mortem by closed or open lung biopsy.  The patients did 
not know each other and had no known common contacts or 
knowledge of sexual partners who had had similar illnesses.  The five 
did not have comparable histories of sexually transmitted disease.  
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Four had serologic evidence of past hepatitis B infection but had no 
evidence of current hepatitis B surface antigen.  Two of the five 
reported using inhalant drugs, and one reported parenteral drug abuse.  
Three patients had profoundly depressed numbers of thymus-
dependent lymphocyte cells and profoundly depressed in vitro 
proliferative responses to mitogens and antigens.  Lymphocyte studies 
were not performed on the other 2 patients.’(MMWR 1981; 30, 
21:250-252).  
 
The accompanying Editorial to this report stated:  
‘The fact that these patients were all homosexuals suggests an 
association between some aspect of a homosexual lifestyle or disease 
acquired through sexual contact and Pneumocystis pneumonia in this 
population. All five patients had laboratory-confirmed CMV disease or 
virus-shedding within 5 months of the diagnosis of P.carinii..…. 
Although the role of CMV infection in the pathogenesis of 
pneumocystis remains unknown, the possibility of P.carinii infection 
must be carefully considered in a differential diagnosis for previously 
healthy homosexual males with dyspnea and pneumonia’ (MMWR 
1981; 30, 21:250-252). 
 
Kaposi's sarcoma was first reported in connection with Pneumocystis 
pneumonia in the succeeding month's issue of the MMWR (Vol 30, No 25, 
July 3 [Friedman-Kien and 48 other authors]) followed by an article in The 
Lancet, on September 19, 1981 (Hymes, Greene, Marcus et al).  The Lancet’s 
report described the unusual appearance of this generalised and aggressive 
sarcoma in eight young homosexual men (one of whom also had pneumonia) a 
condition hitherto confined to older men (in their 7th decade) in Europe and 
North America, in whom it presented predominantly in the lower limbs.  This 
new presentation seemed to be related to the Kaposi's sarcoma commonly seen 
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in Africa, which made up 9.1% of all malignancies seen in Uganda in 1962 
(Oettle, 1962).  This, too, was seen in young men, mostly under 30 years of 
age, all of whom died within three years of diagnosis, with lymphadenopathy 
also occurring in 10% of cases (Safai & Good 1980; Taylor, Templeton, 
Vogel, Ziegler, Kyalwazi, 1971). 
 
Another article appeared in The New England Journal of Medicine in 
December 1981 reporting an outbreak of community-acquired pneumocystis 
carinii between 1979 and 1981 in 11 men.  ‘All 11 men were either drug 
abusers, homosexuals, or both’ (Masur, Michelis, Greene et al,  NEJMed 
1981; 305: 1431-8).  Also appearing in this issue was Gottlieb’s report on four 
‘previously healthy homosexual men developing pneumocystis; evidence of a 
new acquired cellular immunodeficiency’ (Gottlieb, Schroff, Schanker et al, 
NEJMed 1981; 305: 1425-31).  Further reports soon appeared in the same 
journal in 1982 (Special Report, NEJMed 1982; 306: 248-52) and the 
correspondence of April 15 discussed possible underlying or contributing 
causes to the new disease, namely marijuana smoking (Nahas); alkyl nitrites 
(Wood); seminal plasma (Navarro & Hagstrom); steroid creams (Neumann); 
(NEJMed 1982; 306: 932-5).    
 
However, three letters published (in Vol 307, no 8) on August 19, 1982 were 
portentous.  The closing paragraph of the first of these letters, from doctors in 
a Hospital Center in Harlem, included the ominous words ‘The development 
of Kaposi's sarcoma in a heterosexual drug addict suggests that factors not 
limited to homosexuals may be implicated in the origin of this illness and that 
the population at risk may be larger than was initially suspected’ (Gold, 
Thomas & Garrett, 1982).  The second letter (Hanrahan, Wormser, Maguire, et 
al) reported seven cases of opportunistic infections among inmates in prisons 
in upstate New York, all heterosexuals with a history of drug use, and the third 
refers to CNS toxoplasmosis in three heterosexuals (two women and one man) 
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and three homosexual males (Hauser, Luft, Conley, Remington, NEJMed 
1982; 307: 498-9).  Two of the five patients examined at either autopsy or 
brain biopsy with CNS toxoplasmosis, but no underlying disease, were 
Haitians, and so this country of origin became the next factor implicated in the 
epidemiology of this disease.  So far, the identified risk groups were: 
homosexual men, injecting drug users, and Haitians.  The CDC's scientists 
were examining risk factors or methods of transmission common to all cases 
(NEJMed 1982; 306: 248-52). 
 
By October 1984, over 6000 cases of the unnamed disease in the United States 
had been reported to the CDC, with an additional 500 from Europe, the 
Caribbean, Central Africa, Japan and Australia (Report of the NHMRC 
Working Party, 1984).  It had been temporarily named GRID (Gay-Related 
Immuno-Deficiency).  Groups at high risk for developing Acquired Immune 
Deficiency Syndrome (AIDS) as it is now called, also included haemophiliacs 
and blood transfusion recipients.  AIDS was also known to occur rarely in 
American women whose only risk factors were being either a sexual partner or 
daughter of someone in a known high-risk group.  The proportional rate in 
women in Africa, however, was 40% of total cases, with homosexuality not 
relevant (NHMRC Working Party, 1984).  This pattern of infection remains.  
By 1986, more than a million Americans were infected, and 25,000 had 
developed AIDS (Osborn, 1986).  The US Public Health Service has now 
determined that HIV infection is the most critical current threat to the nation’s 
public health.  HIV/AIDS is now the leading cause of death for Americans 
between the ages of 25 and 44 years, and the sixth leading cause of death for 
people aged 15-24 years (NIMH Multisite Prevention Trial, 1997).  
 
Virology 
 
The AIDS virus had first been isolated and replicated by Montagnier, Barre-
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Sinoussi and colleagues at the Institut Pasteur, Paris, in 1983, who named it 
lymphadenopathy associated virus (LAV) (Montagnier, Dauguet, Axler, Ann 
Virol (Inst Pasteur) 1984; 135E:119-134).  At about the same time in 1983, 
Popovic, Gallo and co-workers at the National Cancer Institute in the USA 
were working on the development of cell lines permanently and productively 
infected with another AIDS virus isolate which they referred to as HTLV-III 
Popovic, Sarngadharan & Gallo 1984).  Some conflict arose at the time 
between the two principal researchers, Gallo and Montagnier, who had been in 
frequent contact during this urgent quest, as to who actually was first to isolate 
it (Montagnier 1994).  LAV, HTLV-III and other viruses since isolated from 
patients in America, Europe and Central Africa are all mutations of the same 
retrovirus, henceforth generally named HIV (Mortimer 1987).  Retroviruses 
are so named because their genomes encode an unusual enzyme, reverse 
transcriptase, which allows DNA to be transcribed from RNA. Thus HIV can 
make copies of its own genome inside host cells such as the T4 ‘helper-cell’ 
lymphocyte.  This is the major obstacle to the development of an antiviral 
agent that would not only suppress, but also eradicate the infection.  
Consequently, primary prevention is at present the only way to contain the 
spread of the virus (Becker & Joseph 1988, Cates & Bowen 1989, Chesney 
1994, Catania, Coates, Golden et al 1994, Hearst 1994, Coates, Aggleton, 
Gutzwiller et al 1996).  It explains the focus over the past 15 years by nations, 
governments, the medical profession, health workers, activists and 
researchers, as well as concerned community groups and individuals on 
behavioural research and preventive initiatives (Osborn, 1986). 
 
AUSTRALIA and NEW ZEALAND 
 
The first cases of AIDs were found in homosexual men in Australia in 1982 
and was almost simultaneously diagnosed in Sydney and Melbourne 
(NHMRC Working Party, 1984).  Twenty-two cases were confirmed by 
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October 1984. The first Australian death from AIDS was recorded at Prince 
Henry Hospital, Melbourne on July 8, 1983 (Shilts, And the Band Played On, 
1987).  In New Zealand, the first cases were variously reported in 1983 and 
1984 (Romeril 1985, Fraser, Henley, Ellis-Pegler, Benjamin et al 1986), with 
the first death occurring in New Plymouth in 1984 (Shilts, 1987).  
 
Laboratory tests for the virus were being refined by 1983.  It was now known 
that a pre-AIDS condition preceded the syndrome, caused by a retrovirus not 
then named HIV but HTLV-III, as it was the third human retrovirus known to 
be in existence (Popovic, Sarngadharan, Read & Gallo 1984).  The first 
evidence of HTLV-III infection was found in Australia in March of 1981 in 
samples of serum of homosexual men attending an STD clinic between 1977 
and 1984 (Robertson & Young 1985).  These samples had been collected for 
hepatitis antigen and syphilis serology and stored at -20C under appropriate 
conditions.  Robertson & Young’s attempt to date the first appearance of 
HTLV-III in Australia reported the tests on these sera, showing that the first 
positive results came from three samples of a group of 59 collected in 1981. 
As these samples came from a high-risk group, namely homosexual men 
attending STD clinics, and the first cases in the USA also occurred in this 
group, they concluded that their ‘findings support the evidence that HTLV-III 
was first introduced into Sydney through contact with male homosexuals from 
North America’ (Robertson & Young 1985).   
 
In the absence of a reliable test for HTLV (HIV), Australia's Blood 
Transfusion Service took steps in 1983 to prevent the possible inclusion of 
infected blood in their supplies by requesting, through the use of signs in 
Blood Banks, ‘promiscuous’ gay men not to donate blood. They had delayed 
issuing a policy statement until American guidelines were available, but the 
director of the New South Wales Service, Dr Gordon Archer, asked gay men 
in May 1983 to refrain from donating blood, thus identifying a high risk group 
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for the first time. (Lewis, Thorns on the Rose, 1998).  This, in conjunction 
with vigorous screening programs for hepatitis B and syphilis (Wylie & Dodd 
1996), as there yet was no standardised test for HTLV-III in Australia, was 
intended to protect the population at large (Adams 1984).  The Red Cross 
relied on the honesty and goodwill of donors to declare if they were members 
of a high-risk group, moreover the gay community co-operated by advising 
gay men not to donate until the position was better understood (Lewis 1998). 
 
However, one donor unwittingly donated and this was enough to contaminate 
blood supplies (Lewis 1998). The Blood Transfusion Service was able to 
identify the donors of four units of blood that had been given to a patient with 
no other risk factors who developed AIDS and these samples were sent to the 
Cancer Research Institute in San Francisco, where a specific test for HTLV-III 
antibodies had recently been developed.  One sample was positive. The 
immediate consequence of this was that ‘41 patients with haemophilia were 
identified as being at some risk’ (Adams 1984), followed by two other patients 
who had had blood transfusions with product from this donor.  Subsequently, 
two hundred and forty-five patients with bleeding disorders who had received 
blood products between 1979-84 at Royal Prince Alfred Hospital, Sydney, 
were identified, and 161 of these were enrolled in a prospective study to assess 
the extent of the disease (Garsia, Gatenby et al 1987).  72 of these were 
HTLV-III positive. The inclusion of blood product recipients in the known 
risk groups for AIDS, and the tragic death of three babies in Queensland in 
November 1984 (Crofts, Ballard et al 1994) from this mode of transmission, 
via the formerly completely unaware HTLV-positive blood donor, is thought 
to have brought the epidemic into the general population (Adams, 1984).  The 
risk now extended to anyone who had received blood or blood products, 
although the social stigma associated with the disease still clung.  Those who 
had contracted ‘medically-acquired’ AIDS were somehow seen as more 
innocent than others (Alonzo & Reynolds, 1995), neither having taken part in 
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socially unacceptable behaviour nor belonging to a marginalised group.   
 
Injecting drug use is now well recognised as a risk factor for the development 
of AIDS and related disorders.  In the United States in the early 80’s, 17% of 
confirmed cases of AIDS were in persons whose only risk factor for infection 
was the use of injected drugs (Selik, Haverkos, Curran 1984; Hardy, Allen, 
Morgan, Curran 1985).  Blacker, Tindell, Wodak & Cooper reported on the 
seroprevalence in a group of injecting drug users in Sydney in an attempt to 
describe the impact of AIDS (still not, in 1986, described as HIV) into this 
sector. They surveyed 200 users drawn from five drug referral agencies in 
1985 discovering only one heterosexual male with antibodies to AIDS 
retrovirus, but they urged the introduction of measures such as contact tracing 
and screening of injecting drug users to prevent further spread into this 
population (Blacker, Tindall, Wodak, Cooper 1986). 
 
An amendment to the Public Health Act 1902 was passed in December 1985 
to allow diseases (including HIV/AIDS) to be declared ‘proclaimed diseases’.  
This requires medical practitioners to notify the proclaimed disease 
immediately on discovery, and imposes a fine on persons with HIV who 
knowingly have sexual intercourse with another person without first informing 
them of the risk and receiving consent (Harcourt, in Perkins 1994). 
 
The development of laboratory tests for the detection of antibody to the human 
immunodeficiency virus (HIV) led to the introduction in 1985 of routine 
screening of blood donations, and by May 1985 all donations in Australia 
were being screened for HIV-1, the first country to do so (Kaldor, Whyte, 
Archer, Hay, Keller et al 1991).  This antibody screening complemented 
legislation introduced in all Australian States and Territories in 1985 requiring 
all donors to sign a declaration responding to a list of questions relating to 
potential exposure, with penalties being imposed for falsification (Kaldor et 
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al, 1991).  
 
The surveillance system used to monitor HIV in Australia and the 
heterosexual spread of HIV is based on the dual mechanisms of routine 
population-wide case reporting and serological studies in selected populations.  
HIV testing has been made widely available as a matter of government policy, 
and 800,000 tests were carried out by public laboratories and a further 900,000 
by blood transfusion services in 1991.  However, only in the ACT and 
Victoria can the methods used to record HIV tests link multiple tests for the 
same individual, including how the person may have been exposed to HIV and 
why the test was requested (Kaldor, Elford, McDonald 1992).  
 
Response 
 
The early Australian response to HIV was notable for political leadership 
promoting partnership between governments, medical and scientific groups 
and the affected communities (AIDS: a time to care, a time to act, Canberra, 
1988).  The National Strategy (Canberra, 1989) encouraged innovative 
programs. The National Health and & Medical Research Council Working 
Party was established in Australia in July 1983 as the disease became more 
widespread in the United States and the Australian Government realised that it 
was to become a major public health problem, given the frequency of travel 
between the two countries.  In 1985, community-based AIDS Councils were 
funded by all States except Queensland to establish education and care 
programs (Crofts, Ballard et al 1994).  
 
Also in 1985, the Australian Health Ministers’ Conference endorsed the 
National Health Strategy for AIDS Control, which provided national 
leadership on HIV/AIDS matters, and the Australian Federation of AIDS 
Organisations was established to represent AIDS councils at the national level 
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(Feachem 1995).  The introduction of Commonwealth AIDS Research Grants, 
a response to the need for scientific information, provided designated funding 
for AIDS research.  Under this Program national centres in virology, 
epidemiology and clinical medicine and social and behavioural science were 
established.  The first attempt at a population-based survey of sexual risk 
behaviour was undertaken by Ross in 1987 (Ross 1988) and CARG 
administered the first survey of general practitioners in 1989 (CARG Working 
Party 1990). 
 
In the 1987-88 Federal Budget, there was a significant increase in funding for 
HIV/AIDS.  At the end of 1988, a policy discussion paper was tabled in 
Parliament; during 1989 this paper was further developed through extensive 
national consultation and from it the first National HIV/AIDS Strategy was 
formed (Feachem 1995).  
 
The endorsement of Australia’s first National HIV/AIDS strategy in 1989 by 
all governments and major political parties, given their shifting boundaries of 
responsibility between state and federal governments and variable distribution 
of resources and expertise, was a striking achievement that gained world-wide 
recognition (Kaldor, 1996).  Dr Neal Blewett, Minister of Health at that time, 
describes the eighties as the Primitive or Heroic Period, during which the 
health bureaucracy had a rare opportunity for creative policy making, there 
being no established strata, no lobby groups, no group of medical experts with 
vested interests, and no medical research group with a monopoly of wisdom 
on the subject.  The strategic policy, that of a partnership between affected 
communities, governments at all levels, and medical, scientific, and health 
care professionals, remains the cornerstone today (Blewett, 1996).   
 
The first National Strategy was evaluated in 1992; adjustments and changes 
were incorporated and the 1993-94 to 1995-6 Strategy consolidated the 
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approach of the first.  The two main challenges in the second decade of the 
epidemic were: halting the spread of the infection through sustained behaviour 
change, and providing support to those already infected (Feachem 1995). 
 
With 88% of USA (1992, Center for Disease Control) cases accounted for by 
gay men and injecting drug users (IDUs), the belief that they are the most 
vulnerable to the epidemic has some ground, even if not justified by the world 
incidence figures.  Australia's pattern of infection has followed that of the 
USA (San Francisco in particular), Canada, Sweden and the Netherlands, 
known as Pattern I, where 97% of cases have occurred in men, with 
homosexual contact being the main (90%) mode of transmission, and 4% 
being in men who reported both homosexual contact and injecting drug use 
(Crofts, Ballard et al 1994, Kaldor & Rubin 1994).   
 
Crofts, Ballard et al also report that between 1985 and 1992, the proportion of 
HIV diagnoses where exposure category was definite, in Australia, remained 
stable among injecting drug users (IDUs) with no history of homosexual male 
contact (3.3% in 1985, 4.6% in 1992), rose among heterosexuals with no 
history of injecting drug use (1.9% and 12.5%), and fell among blood product 
recipients (8.6% and 1.4%).  In most cases the exposure category of the 
infecting partner in heterosexual transmissions was not known; where it was 
known, 37% were from developing countries (increasingly South East Asia).  
They believe this indicates that the Australian heterosexual epidemic is now 
linked with the Asian.  However, the remaining low incidence of 
heterosexuals with HIV is encouraging, and the missing data from Crofts' 
survey, as he admits, leaves room for doubt.  The continuing low rate of 
infection among IDUs, especially heterosexuals, can be attributed (see below) 
to the availability of needle exchanges. 
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Continuing strategies 
 
Australia's commitment to the harm minimisation philosophy to combat drug 
addiction facilitated the introduction of needle-exchange programs in 1987 
(Loxley, Carruthers, Bevan. First report of the Australian study of HIV and 
injecting drug use, Curtin, 1995).  Australia implemented these needle-
exchange programs with the guidance and support of national and regional 
health authorities, and can be viewed as a model for the feasibility of a 
national policy for needle-exchange (Lurie & Drucker 1997).  The harm 
minimisation philosophy encompasses a variety of harm-reduction strategies 
appropriate to particular target groups.  It does not support or encourage 
illegal risk behaviours such as injecting drug use, but accepts the reality that 
such behaviours occur, and seeks to minimise the harm that such behaviours 
can cause, both to individuals and the community.  The object is to reduce the 
transmission of illness and disease, and thereby the personal and social impact 
they cause.  It also encourages individuals to modify their lifestyles and to 
maximise health and well-being through avoiding misuse of recreational drugs 
(Draft National HIV/AIDS Strategy 1996-7 to 2000-01).  
 
Sex workers 
 
Australia is among the developed countries with a very low level of 
prostitution-related morbidity (O’Connor, Berry, Rohrsheim, Donovan, 1996; 
Harcourt, in Sex Work and Sex Workers in Australia, ed Perkins 1994).  Sex 
workers are not a major vector of HIV transmission in Australia (Donovan 
1990; Harcourt 1994; Waddell, 1996; Pyett, Haste & Snow 1996), except 
when associated with injecting drug use.  There is not one reported case of 
transmission of HIV infection from a sex worker to a client during sexual 
intercourse (Harcourt 1994; Harcourt and Philpot 1993).  Despite this, sex 
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workers have been viewed as possible contaminants, with even official 
policies targeting their ‘immorality’ rather than men’s ‘sexual adventuring’ as 
a source of HIV transmission (Waddell, in Perkins 1994).  At the beginning of 
the 80’s when AIDS first emerged in Australia, sex workers, at least in 
Sydney, had a prevalence of sexually transmitted disease which was 
comparable to that of Asia (O’Connor, Berry, Rohrsheim, Donovan, 1996).  
This reflected the rarity of condom use in brothels, which were the major 
venues for commercial sex at that time.  The broad-based program of public 
health activities surrounding HIV/AIDS also affected the sex industry.  This 
included partial decriminalisation of prostitution-related activities; the 
formation and government-funding of sex worker community-based 
organisations; free supply of safer sex and safer drug use equipment and the 
creation and remodelling of health services to the needs of the sex industry 
(O’Connor, Berry et al 1996).  Increased condom use and decreased rates of 
acute sexually transmitted diseases among sex workers in Sydney during the 
80’s were documented (Philpot, Harcourt, Edwards 1991; Donovan, Harcourt, 
Basset, Philpot 1991), thereby confirming that potential HIV risk to their 
clients from sex workers was diminishing.  
 
By 1995, the world-wide hysteria had subsided; despite concern for the 
situation in Sub–Saharan Africa, the reality is that the West is not faced with 
the prospect of a heterosexual AIDS epidemic (Caldwell 1995).  In 2000, the 
risk has receded for those with the option and ability to minimise their 
susceptibility, gay men in particular, whose community identification and 
strength facilitated the adoption of safe sex strategies.  But the need for 
enlightenment and education for prevention continues even now, as we await 
the discovery of a feasible cure or immunisation, despite optimistic predictions 
in 1984 that a vaccine was only three to five years away (Watson, 1984) and 
also despite the fact that combination drug therapy now gives many people 
more years of quality life than was previously possible.  Behaviour is still the 
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only risk factor for HIV that lies within our control, and thereby the means of 
controlling AIDS.  Because a death from AIDS can be horrifying, some people 
choose suicide rather than endure the final torment.  Although, globally, HIV 
is predominantly transmitted by heterosexual intercourse and infection is 
shared equally between men and women, in Australia the opposite situation 
prevails, with heterosexual contact accounting for 2% of new HIV cases in 
1986, increasing to 15% of new cases by 1994 (Pethebridge & Plummer, 
1996) and to 24% of AIDS diagnoses in 1999 (NCEHCR 2000).  A ‘third 
wave’ among heterosexuals, following the first in homosexuals and the second 
in drug abusers, was anticipated in the United States (Haverkos & Quinn 
1995), and would therefore have been expected to occur in Australia, but there 
is now no strong evidence for this eventuality, given the differing 
epidemiological patterns from continent to continent and country to country.  
The United States does have pockets of heterosexually-acquired AIDS 
occurring among marginalised socio-economic groups in some large urban 
centres, but in general in the West HIV is transmitted through homosexual 
contact (Status and Trends of STI, HIV and AIDS at the End of the 
Millennium. World Health Organization 1999). 
 
Blood products are routinely screened by an HIV-1-specific test, Australia's 
early adoption of free needle exchanges dramatically lowered the risk for drug 
users (Wodak & Dolan 1996), and AIDS cases have fallen in recent years (the 
rate of increase in new cases fell consistently between 1988 and 1993, 
Feachem 1995).  For the calendar year of 1999, there were 689 diagnoses of 
HIV infection and 147 diagnoses of AIDS, and 95 deaths following AIDS 
were reported by March 2000 (NCHECR, Australian HIV Surveillance Report, 
April 2000). 
 
During the period of the candidate’s research, national and State policies 
reaffirmed sexual risk behaviours and other lifestyle behaviours that placed 
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individuals at risk of HIV/AIDS, namely: sharing needles or syringes used for 
self-injecting drugs, and unprotected penetrative sex, whether anal or vaginal, 
when the partner’s serostatus is not definitely known (NSW Health). 
Cumulative to December 1999 where exposure category was reported, 78% of 
cases were acquired through male homosexual contact, 5% through drug use, 
5% through both these activities, 10% through heterosexual contact and 2% 
through receipt of blood or tissue (NCHECR HIV Surveillance Report, April 
2000).  However exposure category is not always available; there was an 
increase in cases between 1995 and 1997 where risk factors were not reported 
and in contrast to other exposure groups, no decline in people reporting 
heterosexual exposure to the virus. In addition, the decline in new AIDS 
diagnoses was least among persons reporting heterosexual contact and there 
was an increase in persons reporting injecting drug use.  These differences 
suggest that people who acquire HIV through these routes may be somewhat 
more difficult to reach with interventions (NSW Public Health Bulletin, May 
1998).  The Bulletin goes on to urge doctors to be vigilant in notifying new 
infections through the existing laboratory-based system and completing the 
attached risk exposure forms (ibid). 
 
Post-1998 
 
Mention should be made of the National Indigenous Australians’ Sexual 
Health Strategy, developed by ANCARD in 1997 in response to the Second 
National HIV/AIDS Strategy, in which links with Aboriginal and Torres Strait 
Islanders were highlighted as important in improving health outcomes in this 
population. A National Sexual Health Strategy was also proposed, but at the 
time of writing (2002) had not progressed beyond the scoping stage.  
However, the National HIV/AIDS Strategy 1999-2000 to 2003-2004: Changes 
and Challenges, built on and carried forward the goals of the previous three 
strategies, which were to eliminate the transmission of HIV and to minimise 
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the personal and social impacts of HIV infection. This strategy recognised the 
changes in the pattern and nature of the HIV/AIDS epidemic during the term 
of the third National Strategy, largely as a result of the availability of new and 
more effective treatments for HIV. However it was noted that the optimism 
surrounding their release has been tempered by experience with their use  
(National HIV/AIDS Strategy 1999-2000 to 2003-2004).  
 
It must be noted that the advent of HAART (triple therapy) contributed to the 
dramatic decrease in the incidence of AIDS diagnoses and AIDS-related 
deaths in the United States, in Europe and in Australia. It is possible, however, 
that the reduced fear of HIV infection inspired by HAART may be 
accompanied by increased risky sexual behaviour in high-risk individuals.  
Cohen MS. HAART and prevention of HIV transmission. Conference report 
June 6-7 2002; Atlanta, Georgia (from Medscape HIV/AIDS; posted July 11, 
2002).   
  
Treatise context 
 
In 1995, the candidate submitted a research proposal for a Commonwealth 
AIDS Research Grant with a focus on sexually transmitted disease prevention, 
which was awarded and taken up in February 1996.  The research candidature 
was carried out full-time in 1996, 1997 and 1998, with a three-month 
suspension (with the consent of the NHMRC) in 1998.  During this time, the 
focus of the National HIV/AIDS strategy was broadened to include the 
communicable disease and sexual health context of HIV/AIDS.  Links were 
established with the National Hepatitis C Action Plan, with the National Drug 
Strategy, and with sexually transmitted diseases as markers of unsafe sexual 
practices (National HIV/AIDS Strategy 1996-7 to 2000-01).  This strategy 
provided the framework for an integrated response to the HIV epidemic in the 
context of sexual health and related communicable diseases. Consequently, the 
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candidate’s research plan also broadened to include these related aspects.  At 
the end of the NHMRC scholarship in 1999, the candidate was appointed as 
Project Officer to the pilot study for the Australian Study of Health & 
Relationships (a population survey of sexual behaviour).  During this period 
the PhD candidature continued part-time.  In 2000, the Australian Study for 
Health & Relationships did not continue in its originally proposed form; 
therefore the candidate accepted a temporary appointment at the University of 
Sydney as Survey Manager for the Graduate Destination Survey, Course 
Experience Questionnaire and Postgraduate Research Experience 
Questionnaire, which role later expanded to include the administration of the 
Student Course Experience Questionnaire.  The candidature proceeded part-
time over 2000/1, and further, the candidate moved to a new position as Senior 
Research Officer at the Centre for Health Services Management, University of 
Technology, Sydney, late in 2001. 
 
Thus, the original research reported by the candidate in this thesis was 
conducted for the most part, during 1996-1998 with write-up occurring 
subsequent to those years.  Further, resource constraints became apparent from 
early in the thesis.  Hence, pragmatic factors necessarily influenced 
methodological aspects of study design.  These are declared. Ideal alternatives 
that may have been possible, had more external resources been available to the 
candidate, are described. 
 
Conclusion 
 
The candidate’s research has its chief focus on three major empirical studies, 
which all addressed sexual risk in the community.  Risk markers, attitudes and 
strategies to avoid infections are presented from three viewpoints; young 
general practice patients; the general sexually active population, and general 
practitioners.  
 
 
CHAPTER TWO   
 
 
A review of selected studies of HIV/AIDS and STD risk behaviour 
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Introduction 
 
The purpose of HIV prevention efforts is to interrupt future transmission of 
HIV infection.  HIV is transmitted when infected blood, semen, or possibly 
other bodily fluids is introduced into the bloodstream, either directly or via the 
mucosa, of another person.  HIV is spread mainly in two ways:  
1.  Through vaginal, anal, or oral sexual intercourse with an infected person. 
2.  By sharing a needle with an HIV-infected person to inject drugs. 
 
HIV can also be spread from infected mothers to their babies before, during or 
after birth (Cowan, Hellmann, Chudwin et al 1984), but is influenced by 
factors including caesarean section rates, maternal viral load and breast-
feeding rates (Ehrnst, Lindgren, Dictor et al 1991; (Blanche, Rouzioux, 
Guihard Moscato et al 1989).   
 
Comprehensive, accurate assessment of sexual risk behaviours is complicated, 
both conceptually and methodologically.  Conceptually, the actual level of 
risk of a given sexual behaviour is a function of a variety of factors, including 
the transmission efficiency of the behaviour, characteristics of the partner, and 
type of protection used.  As a result, comprehensive assessment of sexual risk 
behaviour requires very detailed information about each instance in which an 
individual is at risk for HIV.   
 
Although there are a variety of ways in which sexual risk behaviour can be 
assessed, all have methodological limitations (NIMH Multisite, 1997).  This 
chapter will review some of the most recent studies, especially those 
conducted in Australia and New Zealand, which examine the prevalence of 
behavioural risk factors for HIV transmission in defined, predominantly 
heterosexual, populations. 
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Method 
 
A Medline search was conducted for the years 1984-2000 using the term 
‘HIV’ which produced 73343 references; adding ‘risk’ reduced the number to 
927; adding ‘behaviour’ or ‘behavior’ reduced the number to 145.  Limiting 
the language of the articles to English produced 140, and limiting the 
references to those published as journal articles resulted in 138 references.  As 
the inclusion of the term ‘primary care’ reduced the number of references to 
one, references which included the ‘general population’ or ‘patients’ were 
retained.  From these, studies were selected for discussion only if the majority 
of the subjects were aged at least 18 and upwards, or the studies were 
primarily of young adults.  This resulted in 32 studies. 
 
The candidate extracted information from each study and constructed a table 
(Table 2.1, following) with the column headings as follows: Authors and 
Title, Location, Sample, Design, Aims, Results, and Conclusion.  Column one, 
therefore, gives the article citation; two the location or locations of the study 
and the date, where given; three describes the sampling procedure, if stated, 
and the sample size; four, the study design (if stated); five the aims; six the 
results and seven, the authors’ conclusions.   
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Table 2.1  Studies of risk behaviour: Part 1 - OVERSEAS Studies  
 
 
Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Barnard, McKeganey 
Leyland.    
 
Risk behaviours among 
male clients of female 
prostitutes. 
 
BMJ 1993; 307:361-2 
Glasgow 
Scotland 
Clinics and 
newspaper 
advertisements. 
68 from clinics 
75 from outreach
Prevalence 
study 
Not stated Mean age 36 (range 21-63); 50% of 
total were married; 30% HIV tested;  
12% had not used condom on last 
occasion v.sex; 29% had 2 or more 
(range 2-20) non-commercial 
concurrent partners 
Low levels of HIV among female 
prostitutes. 
 
Catania, Coates, Stall, 
Turner et al 
 
Prevalence of AIDS-
related risk factors and 
condom use in the 
United States. 
 
Science 1992;258: 
1101-6 
USA, 
national 
(NABS 
survey), 1990 
 
 
other articles 
about this: 
Choi, Catania 
& Dolcini 
1994; Catania 
& Binson et 
al 1995 
2 groups, 1 
national & 1 
high-risk cities, 
telephone- 
administered by 
RDD procedure. 
 
10,630; age 18-
75 
 
National 
probability 
survey, 
descriptive. 
To estimate the 
prevalence of 
AIDS-related risk 
factors and 
prevention 
activities among 
heterosexuals. 
15-31% heterosexuals nationally,  20-
41% in high-risk cities, were at risk of 
HIV infection through multiple 
partners, IV drug use, or risky partner 
in the past 5 years.  
Risk parameters were set low. Condom 
use more likely in 20's age group 
relative to  30's, 40's, 50's and 60's 
(ORs= 1.6, 2.0, 2.1, 12.1) and higher 
for those with multiple partners, 
though still low (17% said high use).  
 71% with risky partner did not use 
condoms; women more at risk in such 
partnerships 
Prevention efforts need to be 
directed to older people. 
 
Women with a risk factor and the 
less educated are less likely to use 
condoms. 
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Davoli, Perucci, Abeni 
et al.  
 
HIV risk-related 
behaviors among 
injection drug users in 
Rome: differences 
between 1990 and 1992. 
 
Am J Pub Hlth  
1995; 85: 829-32 
 
Rome, Italy. Public treatment 
centres, and 
street 
487 in 1990: 
80% male, 66% 
HIVneg, 52% in 
treatment, 48% 
not.  
450 in 1992:  
71% male, 57% 
HIVneg, 56% in 
treatment, 44% 
not. 
 
Prevalence 
study 
To assess the HIV 
risk behaviour of 
IV drug users and 
to evaluate 
temporal 
differences over a 
2-year period 
IVD use major risk factor for HIV; 
syringe-sharing decreased for both 
HIV+ and HIV- from 24% to 14%; 
lower % of subjects reported condom 
use with primary partners: 49% in 
1990 & 42% in 1992. Casual partner 
condom use increased from 65% to 
70%. Substantial change in needle-
sharing, but little change in sexual 
behaviour. Prevalence of HIV+ in 
IDUs in Italy is 25%. 
 
There still exists a great potential 
for transmission of HIV among 
IDUs and from IDUs to general 
population.   
 
Dubois-Arber, Jeannin, 
Konings, Paccaud. 
 
Increased condom use 
without other major 
changes in sexual 
behavior among the 
general population in 
Switzerland.  
 
Am J Pub Hlth 1997; 
87: 558-566 
 
Switzerland Annual telephone 
(CATI) surveys 
1987-94, approx 
1200 per year 
aged 17-45  
(1987-88 aged 
17-30 only) 
 
Stratified random 
sampling  
Longitudinal 
study 
To continuously 
evaluate the Swiss 
AIDS Prevention 
Strategy 
Systematic condom use with new 
steady  partner inc. 1988-94 from 40% 
to 60%, in 17-30 year olds, and 57% to 
72% in 31-45 year olds 
Use with casual partner inc. from 8% 
to 56% 87-94 in 17-30 year olds and 
22% to 42% in 31-45 year olds. 
 
A general-population approach 
was able to achieve large-scale 
improvements in condom use, 
without inducing other changes in 
sexual behaviour.  
Stabilisation of HIV prevalence 
has been observed. 
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Ford & Norris.  
 
Knowledge of AIDS 
transmission, risk 
behavior and 
perceptions of risk 
among urban, low-
income, African-
American and Hispanic 
youth.  
 
Am J Prev Med 1993; 9: 
297-306 
 
 
Detroit, USA, 
1991 
Household 
probability 
sampling 
 
1435 youths 
(male & female) 
aged 15-24 
 
Interview 
Prevalence 
study 
To evaluate 
knowledge about 
AIDS, perception 
of risk, and sexual 
risk behaviours in 
the target group 
44% had sex before 15 years. 
A high percentage worried about 
AIDS, but only a few thought they 
might get it.  
Susceptibility corresponded with risk 
behaviour (was realistic). 
48% of Af-Am men had >11 partners; 
45% of Hispanic women had 1. 
Men (cf women) and African-
Americans (cf. Hispanics) reported 
higher risk behaviours. 
Levels of knowledge were high in all 
groups. 
 
Need to increase perceived risk 
among broader segments.  
Interventions needed that include 
skills in assessing personal risk, 
and in condom negotiation and 
use. 
Goldberg, Frischer, 
Taylor, Green, 
McKeganey, Bloor, 
Reid, Cossar. 
 
Mobility of Scottish 
injecting drug users and 
risk of HIV infection. 
 
Eur J of Epi 1994; 10: 
387-392 
Glasgow, 
Scotland 
1990-91 
Multi-site 
sampling; 919 
IDUs; 303 in 
treatment; 614 
from out-reach 
locations. 
Interviews. 
Prevalence 
study 
To obtain travel 
histories and to 
understand HIV 
spread across 
geographical 
boundaries 
49% reported injecting or having sex 
outside Glasgow in previous 2 years, 
mostly in the UK. 6% shared needles.  
HIV infection, however, remains low 
and stable at 2% in Glasgow 
Considerable potential for 
transmission of HIV, hepatitis B 
and C.  May be appropriate to 
provide printed information on 
London needle exchanges and 
drug treatment centres to this 
population. 
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Herlitz C. 
 
Sexual behaviour in the 
general population of 
Sweden.  
 
Soc Sci Med 
1993; 36: 1535-40 
 
Sweden, 
national 
Random samples 
Mailed 
questionnaires 
(anonymous); 
71% RR 
 
4000 each year 
1986-89;  
age 16-44 
 
4- year cross-
sectional 
descriptive 
study 
 
To provide 
baseline data on 
knowledge, 
attitudes and 
behaviour towards 
AIDS in the 
general Swedish 
population 
17% males, 14% females 18-24 years 
had 3+ partners; proportion of single 
un-partnered  who changed behaviour 
because of AIDS inc. substantially 
from 28% to 44%; condom use by 
singles in last month inc. from 24% to 
35% over the period; only 25% of 
those with 10+ sexual partners in the 
last year, though numbers were low, 
used condoms. 5% of all males had 5+ 
partners past year, 71% had one, 13% 
had none. 2% females had 5+, 75% 
one, 11% none. 
 
 
Risky sexual behaviour is more 
common among 16-24 year-olds 
than in older adults.  Need for 
continuous STD/HIV education 
for young people who perceive 
their own risk as low. 
 
Hobfoll, Jackson, Lavin, 
Britton, Shepherd.   
 
Safer sex knowledge, 
behavior, and attitudes 
of inner-city women.  
 
Health Psychology 
1993; 12: 481-88  
 
Ohio, USA: 
Obstetrics 
clinic in city 
medical 
centre, 1990 
2 convenience 
samples of single 
pregnant women; 
123 and 166, 
combined for 
results;  
44% White, 53% 
AfAm, average 
age 21.5 
 
Descriptive 
study 
 
To describe 
current practices, 
risk behaviour, 
perceived risk, 
intentions and 
knowledge of HIV
60% believed they were at no current 
risk, though 80% were concerned 
about AIDS; 70% had changed their 
behaviour because of it; levels of 
knowledge were poor, though desire 
for more knowledge was indicated, and 
safe sex behaviour was not consistent. 
Only 30% initiated discussion of AIDS 
prevention with their partner. 70 to 
80% had 1 partner in last year; very 
few had more than 4 partners lst year. 
Several women were pregnant to the 
same man.  
 
 Women are not sufficiently 
changing their behaviour to 
compensate for increased risk 
occurring through chronological 
spread of the epidemic.  
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Ku, Sonenstein, Pleck.   
 
Young men’s risk 
behaviors for HIV 
infection and sexually 
transmitted diseases, 
1988-91.  
 
Am J Pub Health 1993; 
83: 1609-15 
 
 
USA, 
national, 
1988 & 1991  
Two-stage 
probability 
sample, national 
survey. 
Part-interview, 
part s.a.q. 
 
1880 in 1988 
(1676 in 1991) 
single non-
institutionalised 
males; age 15-19 
(17-22)  
Longitudinal 
study; second 
wave 2.5 years 
later 
 
To analyse age- 
and period-related 
changes in risk 
behaviours for 
HIV. 
Sexual activity increased as expected, 
60 to 84% ever having sex with a 
female;  condom use decreased from 
56 to 44% on last occasion, offset by 
switch to female contraception; IVD 
use incr. from 0.5 to 1.6% ever.  
 
Initial awareness of AIDS + safe 
behaviour has slowed; recommend 
attention be paid to older youth 
and young adults. 
 
Langille, Beazley, 
Shoveller, Johnston   
 
Prevalence of high-risk 
behaviour in 
adolescents attending 
school in a county in 
Nova Scotia.  
 
Can J Pub Health 1994; 
85 July-Aug: 227-230 
 
Canada, high 
schools in 
one county 
Classroom 
survey of 1239 
students aged 13-
19;  
593 (48%) male, 
646 (52%) 
female 
RR= 61%  
 
 
Prevalence 
study 
To describe the 
prevalence of 
various sexual 
activities in this 
population 
55% were s/a;  
55% of those mostly used condoms, 
35% always used condoms;  
40%  had <1 partner;  
5-6% had 6 or more. 
 
Need to motivate to safer sexual 
behaviour, discussion with 
partners and awareness of 
increased risk with more partners.  
Need to increase condom use.  
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Leigh. Temple, Trocki.  
 
The sexual behavior of 
US adults: results from 
a national survey.  
 
Am J Pub Health 1993; 
83: 1400-08 
USA, 1990 
 
Multistage 
probability 
sampling 
 
s/a q; 70% RR 
2058; age 18-75 
Prevalence 
study 
 
To describe the 
prevalence of 
various sexual 
behaviors in the 
US population 
 
98% reported heterosexual; 90% s/a in 
last 5 years; low levels of high risk 
groups; 23% of multi-partnered used 
condoms with casual partners; 29 to 
76% reported behaviour change due to 
AIDS; 3 to 9% perceived their 
behaviour as very risky 
Perceptions of personal risk are 
necessary for behaviour change 
Lemp, Hirozawa, 
Givertz, Nieri et al. 
 
Seroprevalence of HIV 
and risk behaviors 
among homosexual and 
bisexual men.  
 
JAMA 1994; 272: 449-
454 
USA, Public 
venues in San 
Francisco & 
Berkeley. 
1992-93 
Targeted 
sampling at 26 
locations 
425 homo- & bi- 
sexual men aged 
17-22 
Prevalence 
study 
To estimate the 
prevalence of HIV 
and risk behaviour 
in the sampled 
population. 
Sampling procedure: 
Results: HIV prevalence was 9.4%; 
21% among AfAm; 70% of + were 
unaware of status; 33% reported risk 
intercourse, 12% reported IV drug use. 
 
High rate of infection and 
behaviours suggests considerable 
risk.  Programs need to be tailored 
to new generation. 
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
MacDonald, Wells, 
Fisher, Warren, King, 
Doherty, Bowie 
 
High-risk STD/HIV 
behavior among College 
students.  
 
JAMA 1990; 263: 3155-
59 
Canada, 
national, 
1988 
Two-stage 
cluster sampling, 
51 Colleges, 
self- 
administered qs; 
RR 97%.  
 
5514; age 16-24 
 
Descriptive; 
knowledge, 
attitudes and 
behaviour 
To further analyse 
data collected on 
behaviour among 
post-secondary 
students 
40% male, 25% female had had 5 
partners; 34% male, 44% female 
sometimes use condoms, few discussed 
safe sex; 5% had had STD; knowledge 
not translated into safe sex behaviour;  
only 25% men, 16% women always 
used condoms.  
 
This group at high risk for STDs. 
Condom use vital. Behaviour 
intervention programs needed to 
increase acceptance and use of 
condoms. 
 
Melbye, Biggar.   
 
Interactions between 
persons at risk for AIDS 
and the general 
population in Denmark 
 
 Am J of Epidemiology 
1992; 135: 593-602  
 
Denmark, 
national, 
1989 
Stratified random 
sample from 
population 
register. 
3178 respondents 
RR= 
63% men 
73% women 
Age 18-59 
Prevalence 
study 
Mailed 
questionnaires 
To obtain 
information on 
sexual behaviour 
and on the 
interaction 
between groups at 
risk of HIV and 
the general 
population   
Highest no. of partners 8 for men 30-
34; 7 for women 25-29 
3-5% of men had homosexual 
experience; 16% of men had sexual 
contact with ‘risk group’ person (gay 
man, IVDrug user, prostitute or 
resident of Sub-Saharan Africa); 5% of 
women (bisexual man, IVDrug user or 
Sub-Saharan African) 
Condom use ranged from 27% to 32% 
‘always’, with casual partners (women)
22% to 55% ‘always’ for men 
Low risk of exposure for 
heterosexuals who have no 
contact with the closely defined 
‘risk groups’, however potential 
for spread exists. 
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Messiah, Blin, Fiche, 
and the ACSF. 
 
Sexual repertoires of 
heterosexuals: 
implications for 
HIV/sexually 
transmitted disease risk 
and prevention.  
 
AIDS 1995; 9: 1357-65 
 
France, 
national, 
1992 
Two-stage 
random sample 
from telephone 
listings.  
Subsample 
selected for 
sexual behaviour 
survey.   
4147 respondents 
RR=96% 
Age 18-69 
Descriptive 
study; 
telephone 
survey 
To obtain 
information on 
sexual practices 
specifically in the 
last sexual 
encounter. 
Condom use was not clearly related to 
any set of practices.  Those adept in its 
use were younger, concordant with 
their greater risk of STD/HIV.  
Condom use more frequent in new or 
casual relationships (from 43% by men 
with casual partner, to 20% by women 
with non-cohabiting main partner). 
Very small number of repertoires 
accounted for majority of 
encounters.  Vaginal penetration 
standard feature.  Small gender 
differences.  Condoms are 
compatible with any type of 
sexual scenario.  
MMWR. Report in 
JAMA.   
 
Selected behaviors that 
increase risk for HIV 
infection, other STDs, 
and unintended 
pregnancy among high 
school students- US, 
1991.  
 
JAMA 1993; 269: 329-
30 
 
USA; 
 33 states & 
locales, 1991 
Probability 
samples, 3-stage 
sample design 
 
Sizes 369-5834; 
total 12272 from 
Grades 9-12.  
 
Descriptive 
study 
 
To report data 
about risk 
behaviour for 
HIV, STDs or 
pregnancy. 
55% were sexually active; 20% had had 
4+ partners; 77% used contraception at 
last occasion; 48% used condom last 
occasion; 2% average were IDU. 
A substantial proportion are at 
risk; need to make more effective 
HIV education programs available 
for those at greatest risk. 
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Nebot, Celentano, 
Burwell, Davis et al.   
 
AIDS and behavioral 
risk factors in women in 
innercity Baltimore: a 
comparison of telephone 
and face-to-face 
surveys. 
  
J of Epi & Comm 
Health 1994; 48: 412-18 
 
Baltimore, 
inner-city 
deprived 
areas, 1990 
RDD telephone 
survey and street 
outreach. 
 
775 telephone,  
416 face-to-face-
interviews; RR 
66% and 77%. 
 
Women aged 17-
35 
 
2 cross-
sectional 
surveys 
To investigate the 
influence of the 
mode of 
administration of a 
questionnaire on 
reports of sexual 
behaviour and 
attitudes of HIV 
risk. 
Street-based sample was younger 58% 
>25yrs v. 37%; more often (54%) 
unemployed v. 35%; more often in 
public housing (57% v 38%). 
Few differences evident between 
two methods in reports of sexual 
behaviour. Telephone interviews 
cost-effective; maybe more 
accurate for adolescents; may not 
be appropriate for sensitive 
subjects; liable to bias away from 
high-risk subset (itinerant, etc).  
 
Parra, Shapiro, Moreno, 
Linn.  
 
AIDS-related risk 
behavior, knowledge, 
and beliefs among 
women and their 
Mexican-American 
sexual partners who 
used intravenous drugs. 
 
Arch Fam Med 1993; 2: 
603-610 
 
Los Angeles 
County 
methadone 
clinic, 1990 
Sample 100, 
 (50 pairs, male 
methadone-users 
and their 
partners) from 
clinic 
$10 incentive 
Cross-sectional 
survey 
 
To assess risk 
behaviours, 
knowledge and 
beliefs re HIV in 
this population 
76% female, 88% male never used 
condom previous yr; 20% had 1+ 
partner; needle-sharing common; 54% 
of females were at increased risk of 
HIV through sexual activity; 
perception of risk was low. 
This group engaged in multiple risk 
behaviours for HIV. Latinas at 
greater risk of heterosexually-
acquired than IDU-acquired HIV 
(opposite to NYCity and LACity). 
 
Aggressive strategies need to be 
adopted for creative intervention 
programs, raising risk awareness, 
empowerment of women, wider 
acceptance of condoms.  
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Raab, Burns, Scott, 
Cudmore, Ross  et al 
 
HIV prevalence and risk 
factors in University 
students 
 
AIDS 1995; 9: 191-97 
 
 
Edinburgh 
University, 
Scotland. 
1993-94 
4665 
undergraduates 
& 1st yr 
postgraduates, 
recruited during 
enrolment 
Prevalence 
study 
Anonymous 
self-completion 
questionnaire 
& HIV saliva 
samples 
To estimate HIV 
prevalence and 
risks in university 
students 
74% of respondents had ever had 
sexual intercourse; 5 only positive HIV 
tests were recorded; IV drug use very 
low; condom use more common with 
partners of short acquaintance 
No evidence of spread of HIV 
beyond known high-risk groups in 
this population 
Rhodes, Bloor, 
Donoghoe, Haw et al 
 
HIV prevalence and 
HIV risk behaviour 
among injecting drug 
users in London and 
Glasgow. 
 
AIDS Care 1993; 5: 
413-425 
 
London 
Glasgow; 
drug 
treatment 
sites, street, 
needle 
exchanges, 
pharmacies, 
emergency 
departments. 
1990 
Multi-site 
sampling:  
534= London 
503= Glasgow 
Mean age: 28 L, 
24 G 
Prevalence 
study 
Interview 
HIV saliva 
samples 
To obtain data on 
HIV risk 
behaviour, patterns 
of drug use and 
testing, travel 
history and HIV 
tests (in the 
preceding 6 mths) 
57% reported sharing needles in prev. 
6 mths; they attempted cleaning, 
methods were not satisfactory. 
38% L, 30% G had casual sex partners; 
condom use ‘always’ with cas. partner 
was 31% L, 17% G.   
72% never used condoms with primary 
partner, 43% never with casual. 
 
HIV rate 13% in London respondents, 
2% in Glasgow. Needle-sharing had 
decreased 
Greater levels of risk in Glasgow,  
though HIV prevalence was lower, 
gives cause for concern; risk 
reduction needs to be pursued. 
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Robertson BJ.   
 
Sexual behaviour and 
risk of exposure to HIV 
among 18-25-year-olds 
in Scotland: assessing 
change 1988-1993.  
 
AIDS 1995 Mar; 9(3): 
285-92 
Central 
Scotland. 
 
Stratified random 
sample: 
households, then 
individual within 
household. 
 
4081 aged 18-25; 
subset of 
Research Unit in 
Health and 
Behavioural 
Change Survey 
(15% of sample) 
 
 
Cross-sectional 
survey (CATI), 
monthly. 
To study changes 
in sexual 
behaviour related 
to HIV 
transmission. 
Increase reported behaviour change 
(18 to 28% for men, 12 to 22% 
women), using condoms against 
infection (36 to 57% men, 22 to 41% 
women), concern over HIV/AIDS for 
themselves or someone close (43 to 
60% men, 47 to 62% women) from 
1988 to 1993.  No significant reduction 
in nos of s/ partners. 
 
 
 
Significant changes taking place 
among young people in general 
population, most notably in 
condom use. 
 
Simkins L   
 
Risk of HIV 
transmission in sexual 
behaviors of College 
students 
 
Psychological Reports 
1995; 76: 787-799 
 
USA, Mid-
Western 
College. 
1994 
Classroom 
survey 
210 respondents. 
132 single 
sexually active 
students and 58 
married; 71% 
female, 29% 
male 
 
Descriptive 
study 
To investigate 
sexual behaviours 
of College 
students.  To 
assess sexual risk 
behaviour, 
students' concern 
about AIDs, and 
fidelity and 
deception 
Single, divorced and widowed reported 
on  here. 
 
48% never used condoms; 19% 
always.  
65% had 1 partner in past year; 33% in 
last 3 years. 30% had HIV test. The 
majority (67%) were monogamous. 
Raised awareness and concern 
does not necessarily lead to 
consistent safe sex. behaviour, 
despite a clear shift towards it. 
Majority were at minimal risk for 
HIV. 
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Smith TW.  
 
Adult sexual behavior in 
1989; number of 
partners, frequency of 
intercourse and risk of 
AIDS.  
 
Fam Plann Persp 1991; 
23: 102-107 
 
USA national 
1988-89 
Probability 
sample of  
adult household 
members 
n= 1401 
s/a anonymous 
questionnaires 
Descriptive 
study 
To establish the 
demography of 
sexual behaviour: 
no.of partners, 
prevalence of 
abstinence, 
infidelity, gender 
preference, 
frequency of 
intercourse 
98% heterosexual; average of 7 
partners since age 18; very low level of 
marital infidelity (1.5% past year) 
Low level (65%) of HIV risk; 
22% at no risk, 13% at high risk. 
Larger sample and more detailed 
info.needed. 
Steiner, Shields, Noble, 
Bayer.   
 
Associations with high-
risk sexual behavior: a 
survey of young men of 
color attending urban 
youth centers. 
 
 J Am Board of Fam 
Pract. 1994;7: 189-95 
 
USA urban Convenience 
sample 
 95 males aged 
12-29; 92% 
AfAm; 
 self-admin 
questionnaires 
Descriptive 
study 
 
To study factors 
associated with 
high-risk sexual 
behaviour. 
36% classified high-risk; of sexually 
active, 51% were high-risk; low 
perception of risk; peer approval of 
condom use associated with less high-
risk behaviour. 
 
Effective HIV-STD interventions 
need to target subgroups who 
participate in several high-risk 
behaviours; need to apply HIV 
knowledge to behaviour. High 
priority needs to be given to 
finding and reaching these 
subgroups 
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Table 2.1 Studies of risk behaviour:  Part 2 - AUSTRALIA & NEW ZEALAND  
 
Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Chetwynd 
 
Changes in sexual 
practices and some 
HIV related attitudes 
in NZ: 1987-9. 
 
NZ Med J 1992; 105: 
237-9 
 
New Zealand, 
national 
 
Multistage 
stratified 
probability 
sample. 
Face-to-face-
interview, 
followed by self-
administered 
section. 
1000; age 16-60 
2 cross-
sectional 
descriptive 
surveys. 
 
To measure and 
monitor 
knowledge, 
attitudes and 
behaviour 
concerning HIV.  
 
(Paper on 
knowledge 
reported 
elsewhere) 
Slight increase in condom use from 
8% (1987) to 11% (1989) always, 5% 
('87) to 7% ('89) often; changes made 
include: stick to one partner 7% to 
13%, use condoms more 5 to 8%.  81 
to 83% only had one partner. 71 to 
80% perceived that everyone was at 
risk; Increase in victim blaming from 
21% to 24% agreeing.  
There are still large proportions of 
the general population who have not 
adapted to the risk. Education still 
needed to reinforce HIV safe 
behaviour, concern about care & 
compassion for those with HIV; 
possibly because of perception that it 
is their fault. 
 
Chetwynd, Chambers  
Hughes.   
 
Sexual practices, 
sexually transmitted 
diseases and other risk 
factors for HIV among 
injecting drug users.  
 
Aust J Pub Health 
1993; 17: 32-5 
 
New Zealand, 
HIV test 
clinic 
1988-89 
Convenience 
sample of users, 
& non-users. 
Face-to-face-
interview 
814 clients;  
83 (10%) were 
IDUs, 76% 
male, 22% 
female, 2% 
transgenders,  
under 40 years 
Case-control 
study 
To profile IDUs 
compared with 
matched controls 
Compared with non-users, users had 
more sexual partners (29% had 6 or 
more, compared with 12%),  
more STDs (23% to 10%), were less 
likely to be in a relationship,  
97% smoked marijuana,90% (to 54%) 
more often had sex under strong 
influence of any drug; had more 
psychiatric symptoms;  
perceived more personal risk. 1% of 
users and 2% of controls tested  
positive.  
.  
Attention must be paid to IVDUs in 
activating behaviour change; they did 
quite adequately perceive themselves 
to be at risk. 
Low level of HIV is encouraging 
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Chetwynd, Chambers 
Hughes.  
 
Sexually transmitted 
diseases amongst a 
sample of people 
seeking HIV testing.  
 
NZ Med J. 1992;105: 
444. 
 
New Zealand, 
HIV test 
clinic as 
above 
 
Convenience 
sample; 
interview in pre-
test counselling; 
69% male, 29% 
fem, 2% trans; 
bi- homo- & 
heterosexual. 
814 test-seekers 
(as above) 
 
Descriptive 
study  
To examine the 
incidence of STDs 
according to 
gender, age, sexual 
orientation, 
behaviour and drug 
use. 
44% had had an STD;  
23% now use condoms regularly.  
 
Sexual practices, not orientation, 
more often put people at risk. 
Screening for STDs, as well as HIV, 
should be encouraged in AIDS 
clinics. 
 
Paul, Dickson, Davis, 
Yee, Chetwynd, 
McMillan 
   
Heterosexual 
behaviour and HIV 
risk in New Zealand: 
data from a national 
survey.  
 
Aust J Pub Health 
1995; 19:13-18 
 
New Zealand, 
national 
1991 
Two-stage 
stratified design. 
Telephone, 
RDD. 
 
Sample: 2361, 
aged 18-54 
Descriptive 
study 
To provide 
baseline data on 
patterns of sexual 
behaviour. 
Multiple partners in last 12 months 
were commonest in 20-24 yr-olds 
(32% males, 20% females).  
 
Condom use for contraception 
reported on, and condom use ever for 
STDs, but recent use for HIV 
prevention not asked about   
 
Total figures show that 76% men, 
80% women had only one partner in 
past year.  
Heterosexual epidemic has more 
potential to occur in younger cohorts 
because of changing social values 
and sexual mores 
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Rosenthal, Smith, 
Reichler, Moore  
 
Changes in 
heterosexual uni 
undergraduates' HIV-
related knowledge, 
attitudes and 
behaviour: Melbourne, 
1989-94 
 
Genitourinary 
Medicine 1996; 72: 
123-7 
Melbourne Classroom 
surveys 
804 in 1989 and 
894 in 1994 
1st yr U/G; 
av age 18-19 
 
Cross-sectional 
Longitudinal 
study 
To examine 
differences in 
AIDS-related 
knowledge, 
attitudes and 
behaviours of first 
year university 
undergraduates in 
1989 and 1994. 
Males reported more abrogation of 
responsibility than females (6.2% 
compared to 4.6%) in 1994.  
 
Less denial of risk among 1994 
cohort.  
 
30%, '89 (55%, '94) females always 
used condoms with casual partner; 
33%, '89 (72%, '94) of males.  
 
 
Need for more 
education/attitudes/awareness for 
young men. 
 
Ross M 
 
Prevalence of risk 
factors for HIV 
infection in the 
Australian population 
 
MJA 1988; 149: 362-5 
Australia, 
national 
1986 
Random-
selected 
households; 
face-to-face 
interview, then 
self-
administered 
section 
 
2601 people 
aged >16 years, 
41% male, 59% 
female  
Prevalence 
study 
To assess the 
prevalence of risk 
behaviours for HIV 
in Australia 
11% of men had had sex with a man. 
2% had ever injected drugs 
6% had blood transfusion 1980-85 
Practices associated with HIV risk 
were less prevalent than previously 
thought. However prevalence of 
homosexual contact in married men 
indicates that gay men should not be 
sole target of campaigns. 
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Turtle, Ford, Habgood,  
Grant, Bekiaris,  
Constantinou, Macek,  
Polyzoidis 
 
AIDS-related beliefs 
and behaviours of 
Australian university 
students.  
 
MJA 1989; 150: 371-
376 
 
3 
Universities; 
Sydney, 1987 
 
Classroom 
surveys 
419  
(RR 70%),  
in 2 groups;  
age 18-30 
 
2 Cross-
sectional 
surveys;  
2 s/a q's. 
 
1 beliefs, 
1 behaviour.  
 
To gain 
information about 
current sexual 
behaviour and to 
determine the 
relationship 
between beliefs 
and behaviours 
51% always practised safe sex; 63% 
perceived their risk of AIDS as low 
with current lifestyle; gross 
discrepancy between knowledge and 
behaviour; 49% felt that condoms 
reduced sexual pleasure; 87% thought 
that both men & women should carry 
them. 
Low perception of risk associated 
with low use of condoms because of 
reduction of pleasure.  Raising risk 
perception of the group may be a 
way to increase use of safer sex 
techniques. 
Ward, Sanson-Fisher  
 
Prevalence and 
detection of HIV risk 
behavior in primary 
care: implications for 
clinical preventive 
services.   
 
Am J Prev Med 1995; 
11:224-30 
 
General 
practices, 
Sydney, 
1991/2 
Convenience 
sample of 1030 
patients aged 18-
50 years 
attending 24 
general 
practitioners 
Self-
administered 
questionnaire 
(patients) 
 
Checklists of 
risk factors 
(GPs) 
To assess the 
prevalence of HIV 
risk factors in 
general practice; 
To examine 
patients’ 
perceptions of   
opportunistic HIV 
prevention; 
To examine the 
accuracy of 
physicians’ 
identification of 
patients at risk of 
HIV infection 
21% female and 28% male patients 
had been in non-monogamous 
heterosexual relationships in previous 
12 months 
Only 26% always used condoms 
 
Patients considered questions from the 
GP about HIV risk acceptable 
 
Physicians detected 38% at most of 
those at risk 
Accurate definition of patients at risk 
will not occur unless GPs alter their 
usual practice. Risk assessment is 
acceptable to patients. 
 38
 
Discussion 
 
The above studies examined risk behaviour in various populations; 
homosexual and bisexual men, adolescents, young adults, young coloured 
men, inner-city women, College and University students, injecting drug users, 
Latino drug-users and their partners, male clients of female prostitutes, 
women, the community in general, and general practice patients. These 
elements will be discussed in turn. 
 
HIV risk, and by association, sexually transmitted disease risk can be found in 
all places and populations.  Demographic characteristics of individuals, 
including age, gender, race, marital status, socio-economic status, and 
education affect STD and AIDS risk behaviours (Aral, Fullilove, Coutinho, 
Van den Hoek; chapter in Wasserheit, Aral, Holmes, Hitchcock 1991).  ‘Risk’ 
has been defined as ‘the risk of encountering an infected person, modified by 
the risk associated with any sexual contact with that person’ (Kippax 1997, 
Bajos 1997).  Risk also involves awareness of the risk and the willingness and 
ability to protect oneself.  For instance, homosexual men have a raised 
consciousness of HIV/AIDS because of their early association with the 
disease, and therefore a closer contact with sufferers.  Their strong community 
support networks and close involvement in the epidemic encouraged the early 
adoption of safer sex practices by gay men.  Their behaviour change was so 
successful that gay communities became the example of what is possible in 
HIV prevention in the community (Grulich 2000).  
 
Treffke, Tiggeman and Ross (1992) in their examination of the relationship 
between attitude, assertiveness and condom use in both homosexual and 
heterosexual men reported a more favourable attitude towards, and a greater 
intention to use condoms by gay men as compared to heterosexual men.  
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However, this intention is not always carried out.  While previous studies had 
documented the frequency of high-risk behaviour declining in the gay 
community, a study of young homosexual and bisexual men in San 
Francisco/Berkeley by Lemp, Hirozawa, et al found a high prevalence of HIV 
infection associated with a high level of risk behaviour (Lemp, Hirozawa, 
Givertz, Nieri et al 1994).  Further studies today have shown that risk 
behaviour is on the rise in both Australia and the United Kingdom, perhaps 
associated with the availability of new combination retroviral drug therapies 
and the extension of life; consequently AIDS is not the immediate 
overwhelming threat that presented itself in the 80’s (Grulich 2000, Dodds, 
Nardone, Mercey, Johnson 2000).  As Grulich points out, viral load in semen 
can be reduced to undetectable levels in men undergoing combination therapy, 
therefore in itself reducing the risk of transmission (Grulich 2000), but it 
would be unwise to rely on this to provide an excuse for not using condoms.  
 
Men who have sex with men 
 
This definition is used here to include men who do not identify as homosexual 
or bisexual and may be in sexual relationships with women, but who also have 
sex with men.  They may define themselves as bisexual, but especially if 
married, they tend to keep this hidden and therefore pose a difficult target 
group to reach, as they do not see themselves as being part of the homosexual 
community and therefore at risk.  They are likely to have little personal 
experience of the effects of HIV/AIDS on friends or acquaintances, and can be 
especially hard to reach with messages of prevention.  It can also prove 
difficult for these men to start using condoms with female partners, since such 
a change might entail discovery of their sexual activities with men, or at the 
very least cast doubt on the fidelity of their heterosexual  relationships.   
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Young people 
 
The relationship of young heterosexuals to HIV and that of gay men to HIV is 
likely to be fundamentally different.  Young heterosexual people in general do 
not believe themselves to be at risk of HIV, often because health education 
messages have concentrated on risk ‘groups’ rather than risk ‘behaviour’ 
(Waldby, Kippax & Crawford 1991; Rosenthal & Reichler 1994).  Most 
young people know the main sources of transmission for HIV (Strunin & 
Hingson 1987; Jadack, Hyde & Keller 1995), but there is little evidence that 
young heterosexual people have changed their sexual behaviour substantially 
to avoid infection, as the following studies illustrate.  Langille, Beazley, 
Shoveller and Johnson (1994) asked students attending high school in Canada 
about sexual behaviour, experience with STDs and pregnancy, and sources of 
information about sexuality.  They found a relatively high level of sexual 
experience (55% of all students, and 40% of 13 to 15 year olds had had sexual 
intercourse at least once), and a low frequency of condom use; 18% of those 
who had only had vaginal sex ‘never’ used condoms, while 27% said 
‘sometimes’, 20% ‘most times’ and 35% ‘always’ used condoms.  It is 
somewhat encouraging that condom use ‘always’ was higher in the youngest 
age group (Langille, Beazley, Shoveller, Johnson 1994).   
 
A lead story from the MMWR (in JAMA, January 20th, 1993) reports data 
collected as part of the Youth Risk Behaviour Surveillance System which 
showed a national prevalence of 54% of high school students having had 
sexual intercourse, and 19% having had four or more partners in their lifetime. 
82% reported using contraception, and 36% had used a condom at last 
intercourse. The editor reports that a substantial proportion of students in the 
United States engage in risk behaviours that simultaneously put them at risk 
for HIV, STDs and pregnancy (MMWR 1993).  Risk of pregnancy appears to 
be young heterosexuals’ main concern, and their precautions more often 
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reflect this (Donovan & McEwan 1995).   
 
Ku, Sonestein and Pleck (1993) examined changes in the risk behaviours of 
young men in the United States between 1988 and 1991 as part of the National 
Survey of Adolescent Males, with the findings that sexual activity and 
injection drug-using behaviour increased in the cohort, but condom use did not 
change significantly (Ku, Sonestein, Pleck 1993).  In addition, 51% said they 
were occasionally ‘high’ during sex, a state that is related to reduced condom 
use.  
 
In 1995, Donovan and McEwan reviewed literature which examined the 
relationship between alcohol use and HIV-related sexual risk-taking in young 
people.  They cite a study of English 18-21 year olds (no sexuality specified) 
by Gold, Karmiloff-Smith and Skinner (1992), where risky behaviour was 
strongly associated with the belief that they were not at risk, whether alcohol 
was part of the encounter or not.  Another reason given was ‘being with a 
significant other’. In the same review, Gold and Skinner’s study of young gay 
men in Australia (1992) reported one-third of last unsafe encounters were with 
someone considered a lover, while 64% were with a casual partner (Gold & 
Skinner 1992).  
 
It has been reported that black and coloured people and people from lower 
socio-economic groups have more health problems, including sexually 
transmitted diseases and HIV, both in the United States and in Australia 
(Steiner, Shields, Noble & Bayer 1994, National Health Strategy Research 
Paper No 1 September 1992, Bodsworth, Field et al 1994, Turrel, Oldenburg, 
McGuffog, Dent 1999).  The gap in morbidity and mortality between people 
of colour and whites in the US has been extensively reported (Stiffman, 
Earles, Dore, Cunningham 1992).  Steiner, Shields et al reported an analysis 
of questionnaires from 95 young men of colour aged 12 to 29 years in urban 
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youth centres. Their results suggest that individuals who engage in high-risk 
sexual behaviour also engage in other high-risk behaviours and they proposed 
that interventions seeking to modify sexual behaviour also need to address 
complex social problems such as drug addiction and crime (Steiner, Shields, 
Noble & Bayer 1994). 
 
Awareness of risk is a major contributing factor in the altering of behaviour in 
individuals (deliberate self-destructive behaviour aside), and given a common 
perception of the belief in invincibility of the young (Weinstein 1980, 1982, 
1984) consciousness raising has to be the first step on the path to avoidance of 
disease. A comparative study of HIV-positive and HIV-negative adolescents 
aged 13-21 in an adolescent clinical care unit of a medical centre in New York 
City (Hein, Dell, Futterman, Rotheram-Borus and Shaffer 1995) found that the 
HIV-positive had numerous psychological and behavioural factors that had 
contributed to their infection. They were significantly more likely to be 
sexually abused, engage in anal and survival sex, have unprotected sex with 
casual partners, have had sex under the influence of drugs, have (another) 
sexually transmitted disease, use multiple drugs, and engage in multiple 
problem behaviours.  While perhaps invincibility may have been part of these 
youths’ approach to life, we must take into account the high probability that 
despair and just getting through today, rather than thinking of tomorrow, 
played a significant part in these young people's lives.  Another factor to be 
considered is the long lead-time in the development of AIDS from contracting 
the virus.  Something that may happen 10 years in the future may be difficult 
for an 18-year-old to keep in mind when under pressure from both external 
(partner, peers, consumption of drugs, legal and illegal) and internal (physical 
and emotional) sources of immediate gratification.   
 
Encouraging adolescents, in particular, to take a longer time perspective and 
imagine negative feelings such as worry and regret after unprotected sex could 
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be more effective than the mere provision of information (van der Pligt and 
Richard 1994) or the arousal of fear (such as the Grim Reaper campaign 
[Morlet, Guinan, Diefenthaler & Gold 1988]).  The provision of information 
or scare tactics lend themselves to distancing by the desired audience, as high 
levels of fear can lead to denial, while information on its own does not often 
include the concept of one's own part in the epidemic.  Very little relationship 
was shown between perceiving that one is at risk for HIV and using condoms 
or clean injection equipment in studies reported by both van der Velde (1994) 
and Fichtner et al (1996). 
 
These findings may be in part supported by the evidence that both Ickovics et 
al and McCusker et al found in their testing of educational interventions (see 
Chapter 3), where previous behaviour was the strongest predictor of 
subsequent behaviour; that the least at risk were more likely to adopt safe 
procedures, and the most at risk, less likely.  A number of studies have 
reported unrealistic optimism among people with regard to their own 
susceptibility to a variety of health problems (Weinstein 1982, Ford & Norris 
1993, van der Velde et al 1994) in reference to AIDS in particular, while 
Snyder & Rouse (1992) pointed out that there is a tendency for some people to 
perceive that they are at risk for HIV, although they report no behaviour that 
could place them so.  They suggest that HIV prevention messages be targeted 
to four groups; the ‘gambling’ (both assessed risk and perceived risk), the 
‘panicked’ (no assessed but perceived risk), the ‘denying’ (assessed risk but 
no perceived risk), and the ‘unthreatened’ (neither assessed nor perceived risk) 
(Snyder & Rouse 1992). 
 
Drug and alcohol use 
 
In studies reviewed by Donovan & McEwan (1995), for heterosexual men 
there was no association between the use of alcohol and decreased condom 
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use (Bagnall & Plant 1991; Trocki & Leigh 1991; Morgan-Thomas, Plant & 
Plant 1990; in Donovan & McEwan 1995), while for heterosexual women and 
gay men the opposite held true.  They note that gendered power relationships 
make it difficult for many young heterosexual women to assert safer sex 
needs.   
 
However, Leigh (1990b, Donovan) found a strong relationship between 
alcohol, drugs and the frequency of risky sex for heterosexual men and 
women, but not gay men, Weatherburn et al found no difference in the sexual 
behaviour of gay men that could be attributed to alcohol alone  (Weatherburn, 
Davies, Hickson, Hunt et al 1993), and Gold & Skinner (1992) likewise.  
Hingson et al (1990) found that young adults (16-19) who averaged 5 drinks 
daily were less likely to always use condoms than were abstainers, and 
McEwan et al (1992) found that heavier drinkers aged 18-21 were more likely 
to have unsafe encounters and to have more sexual partners. This would seem 
to show that youth has a stronger influence in association with alcohol than 
alcohol alone in increasing risk behaviour, especially among heterosexuals.   
 
However, Senf & Price (1994) examined data from three separate studies 
which linked young adults, alcohol and condom use, and found that drinking 
was not related to lower condom use in any of the populations studied.  Leigh 
and Miller (1995) in areas of high unemployment in Scotland also found that 
respondents having sex while under the influence of alcohol or drugs were no 
less likely to report consistent use of condoms than those who were sober or 
straight in sexual encounters.  Further, respondents who had combined 
substances with sex were more likely to have used condoms in general since 
becoming sexually active.  Such individuals may be aware that their behaviour 
puts them at risk, and are therefore more likely to take precautions.  Still, 
condom use was relatively low in their samples (average 21% sometimes used 
condoms in past year, 11% always) with current partner.  They do not report 
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on those with more than one partner. 
Fitterling et al, (1993) in their USA study of heterosexual alcoholics and non-
injecting drug users also found a virtual non-use of condoms in their sample, 
due perhaps to the disinhibitory effects of the substances used, with alcohol 
and younger age (ages not given) being major contributing factors to both 
number of partners and number of unprotected encounters.  Crack cocaine was 
not significantly associated with either of these risk activities, possibly, they 
surmised, due to the accompanying loss of interest in all other activities other 
than the procuring of the drug (Fitterling, Matens, Scotti, Allen 1993).  
However, in a study conducted in Brooklyn, New York in 1990-91, DeHovitz 
et al found an extremely high rate of sexually transmitted diseases amongst 
372 non-injecting drug-using women, 92% of whom were Black, and 50% 
US-born; as many as 61% of the US-born (as opposed to Caribbean-born) 
crack and/or cocaine users had a sexually transmitted infection, most 
commonly Trichomoniasis.  This group also had a higher average number of 
sexual partners than the foreign-born women. The association between 
crack/cocaine and STDs appears to reflect the common exchange of sex for 
drugs or money, due to crack's extreme addictiveness and consequent cost.  
DeHovitz et al also associate an increase in sexual activity in crack users with 
decreased inhibition and heightened sensory awareness, a stronger likelihood 
of engaging in casual sex, and a decreased use of condoms, contradicting 
Fitterling's conclusions about this drug (DeHovitz, Kelly, Feldman, Sierra, et 
al 1994).   
 
As crack cocaine is little used in Australia (Julie Hando, personal 
communication, June 1996), amphetamines and heroin follow alcohol and 
marijuana in popularity as drug of choice (Darke, Ross, Cohen, Hando & Hall 
1995).  Australia's foresight in adopting the harm-minimisation approach by 
providing free needle exchanges has slowed transmission by needle sharing, 
so that the risk of unsafe sex in conjunction with these substances is probably 
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more deserving of attention in the prevention of HIV transmission than is the 
use of dirty needles or gear.  
 
The incidence of HIV and subsequently AIDS, has been low in Australia, as 
the US, for women, with only 3-5% of Australian cases occurring in women 
between 1990 and 2000 (NCHECR 2000).  The majority of infections in 
women result from sexual contact with a male in a high-risk group 
(Thompson, Checkley, Hocking, Crofts, et al 1997).  It also appears likely that 
the risk of male-to-female transmission is two-to-four times higher than 
female-to-male transmission.  Several studies of discordant couples have 
confirmed this (Padian 1987, Padian, Marquis, Francis, Anderson et al 1987, 
Padian, Shiboski & Jewell 1991, in Campbell 1995; de Vincenzi 1994).  The 
chance of transmission from one sexual encounter may be as low as one in 
1000 from woman to man, and one in 300 vice versa (Caldwell 1995).  Factors 
influencing the transmission rate, apart from the fact that more men are HIV 
positive than women, are that there is a greater concentration of HIV in semen 
as opposed to vaginal secretions and there is a greater mucosal area exposed to 
infection in the vagina.  Despite this, women prostitutes have been named as 
causal agents and are more likely to be seen as possible infectors than 
infectees, perhaps an inheritance carried forward from colonial times when the 
victim, or seller, was liable for prosecution (for prostitution) and not the 
perpetrator, or buyer.  The Contagious Diseases Acts of 1879 (Tasmania) and 
following, in other Australian States, applied discriminatory laws to female 
prostitutes, but not to the men who must have infected them (Frances, in 
Perkins, Prestage, Sharp & Lovejoy eds. 1994), and this unfortunate attitude, 
while now outlawed, must still carry faint echoes.  In Australia the incidence 
of HIV in female prostitutes is very low, as in most of the Western world; in 
Asia the reverse is true. 
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Women 
 
Women have a powerful role in the prevention of the spread of HIV in the 
general population, and one that they stand to gain by.  Because they are more 
vulnerable than men from heterosexual sex, they would be expected to have a 
bigger stake in prevention.  So far, heterosexual spread has largely been 
confined to individuals who have had sexual contact with people who 
themselves have been infected by other means- so-called first-generation 
transmission.  Women have an opportunity to contain the epidemic amongst 
this population, but to do so they need support from the community at large, as 
gay men receive support from their community.  Changing social mores are 
part of this support. Epidemiologically, lesbians have a low risk of HIV 
through sex with women, although it is still possible; however they are more 
at risk of other sexually transmitted diseases such as bacterial vaginosis and 
candidiasis (Marrazzo, Koutsky & Handsfield 2001).  
  
Campbell (1995) shows that the emphasis for prevention of AIDS in 
heterosexual relationships by the use of condoms has hitherto been on women, 
and that this focus is misguided by making women primarily responsible for 
safer sex practices without attention to the gender power differences involved.  
This attitude- that women are responsible for precautions- has regained old 
ground since the invention of oral contraceptives.  Formerly the risk of 
pregnancy meant a woman could say no, or insist on the use of a condom, with 
a cast-iron reason for doing so.  However, since the Sixties the use of condoms 
declined as many women chose to go on the pill (Maxwell & Boyle 1995).  
The use of a condom, not to prevent pregnancy, but to prevent disease, carries 
more serious and less palatable implications both for the woman and her 
partner, and thereby makes it more difficult for her to negotiate.  The younger 
generation who have reached and are reaching maturity with this risk already 
 48
acknowledged may have an easier time dealing with this negotiation.  Condom 
use is reported as being already higher in the 18-24 year old cohort than in 
older non-monogamous peer groups in New Zealand (Paul, Dickson, Davis, 
Yee et al 1995), a population very similar in acculturation to Australia, and 
Crofts, Ballard et al also report permanent changes in sex practices amongst 
16-24 year olds in New Zealand (Crofts, Ballard, Chetwynd  et al 1994). 
 
Since gay sexuality is less tied to rigid gender roles than heterosexuality, this 
may be one of the reasons gay men have been quicker to adopt safer sex 
practices.  Campbell (1995) asserts that sexism and homophobia should be 
addressed early in the socialisation of heterosexual males in order to 
encourage young men to take equal responsibility for themselves and their 
health, while control of the heterosexual epidemic requires sustained 
behavioural change among men.  Holland et al (1995) found in their study of 
75 young (aged 16-21) women, each in London and Manchester, that 24% of 
their sample had had unwanted sexual intercourse in response to pressure from 
men ranging from mild insistence to rape (Holland, Ramazanoglu, Scott, 
Sharpe et al 1992).  Treffke et al also reports heterosexual men's attitudes to 
condoms, and consequently risk-reducing cautious behaviour, as being 
negatively associated with their perceptions of masculinity and social 
assertiveness (Treffke, Tiggemann & Ross 1992). 
 
For all women, then, the extent to which male pressure is incorporated into the 
conventions of ‘normal’ heterosexuality provides the cultural context within 
which they must negotiate their sexual activity and safety.  Holland insists that 
more attention should be focused on the sex education of young men, not only 
about the construction of masculinity, but the sexual and social needs of young 
women, and the legitimisation of alternatives to stereotypical notions of 
masculinity and femininity.  Women who have multiple sexual partners in a 
short time period are appropriate targets for sexually transmitted disease 
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prevention. 
Environmental factors 
 
HIV thrives in a medium of poverty, joblessness, homelessness, 
discrimination, and despair.  Its spread is fostered and its impact multiplied by 
related illnesses such as other STDs, tuberculosis, and addictions (Stryker, 
Coates, DeCarlo, Haynes-Sanstad et al 1995).  Stiffman, Dore et al (1995), in 
a longitudinal study of 602 inner-city youths from 10 cities, examined the 
effect of environmental as well as personal factors and combinations of these 
on HIV risk-taking behaviour, because they found that a combination of 
personal and environmental variables were always better predictors of the 
dependent variable in question than either category was alone.  They found 
three contributing interactions; two between personal and environmental 
(Substance abuse x Neighbourhood murder; and Antisocial/illegal behaviour x 
Unemployment rates) and one between environmental variables (Child abuse 
and Neighbourhood murder) (Stiffman, Dore, Cunningham & Earls 1995).  
Any of these interactions being present contributed to the chances of a youth 
continuing or increasing HIV risk behaviours.  It will be recognised that these 
factors are not as common in Australian cities as in American cities, but 
nevertheless they are present. 
 
The general population 
 
While it may be considered that older people are less at risk from HIV and 
STDs than younger, it has been found that the best predictor of sexual interest 
and activity in later life (i.e. over 65 years) is the level of sexual activity 
characteristic in earlier years, more especially in men (Minichiello, Plummer 
and Seal 1996).  Furthermore, this particular Victorian study, a section of the 
Health Status of Older People (HSOP) project, found that 10% of the men 
aged 65-80 reported having had many sexual partners, while 2% of the women 
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did so. (There were 844 respondents to this subsection; 403 males and 441 
females: RR= 84%).  This study also challenges the often implicit assumption 
that older people are uncomfortable about responding to questions on 
sexuality.  Ignoring sexual histories for older patients or patients with 
disabilities is unacceptable (Andrist 1988, Jewell & Jewell 1989). 
 
Other sexually transmitted diseases 
 
Sexually transmitted diseases, including hepatitis B and HIV, remain one of 
the greatest global public health challenges (Catchpole, 2001).  In addition, the 
presence of other sexually transmitted diseases, especially those leading to 
ulceration, are known to increase the risk of HIV infection (Cohen 1998). 
The most common curable STD in the UK is chlamydia trachomatis, occurring 
at a rate three times that of gonorrhoea (Johnson et al, 1996).  In the USA, 4 
million people are estimated to be affected by chlamydia every year and 
420,000 cases of  N.gonorrhoeae were reported in 1994 (US Preventive 
Services Task Force).  This indicates a high rate of morbidity that could and 
should be addressed.  A similar prevalence is found in Australia; for example, 
Victoria had 365 cases of gonorrhoea notified in 1996 and 1610 of chlamydia 
trachomatis, while Queensland reported 1028 of gonorrhoea and 3266 of 
chlamydia (HIV & related diseases in Australia, Annual Surveillance Report 
1997, NCHECR).  Chlamydia trachomatis, herpes simplex virus and genital 
warts are common sexually transmitted diseases in Australia and have been 
the three most common diagnoses at the Melbourne Sexual Health Centre 
since 1991.  The exact incidence and prevalence rates for these diseases are 
not known in Australia due in part to the lack of national comparable 
notifications (Pope & Smith 1997).  Chlamydia was not notifiable in New 
South Wales until 2001.  A recent study also found deficiencies in the follow-
up of notified genital chlamydia in Victoria, indicating a need for better 
surveillance and consequent prevention even where part of the enabling 
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procedure is already in place  (Westgarth, Crofts, Gertig 1994).   
 
Even if chlamydia had been universally notifiable, up to 25% of men and 70% 
of women with chlamydial infection are asymptomatic (US Preventive 
Services Taskforce).  Therefore many cases of chlamydia remain undiagnosed, 
but, as it has the potential to cause adverse reproductive consequences for the 
female, especially the young female (one of the increased risks of infection is 
simply being aged 18-23, owing to increased exposure of cervical columnar 
epithelium), others being not having had a prior genital infection and duration 
of present relationship being of less than 1 year (Ramstedt, Forssman et al 
1992), it is desirable that more efforts are made to diagnose and treat it.  
Screening for chlamydia in high-risk groups has been found to significantly 
reduce pelvic inflammatory disease (PID) (Pope & Smith 1997). 
 
Three basic strategies can be used to prevent and control sexually transmitted 
diseases; condom use, decreasing number of partners, and reducing the period 
of infectiousness in individuals (Catchpole 2001).   
 
Condom use, as one of the surest ways to avoid sexually transmitted disease, 
has been promoted and investigated quite extensively following the advent of 
the AIDS epidemic.  Studies have reported on measures of condom use (Weir, 
Roddy, Zekeng, Ryan et al 1998, Sheeran & Abraham 1994), attitudes to 
condoms (Sacco, Levine, Reed, Thompson 1991, Chapman, Stoker, Ward 
Porritt et al 1990), and problems with condoms (Keller 1993; Warner, Clay-
Warner, Boles & Williamson 1998), while other studies have reported on 
various barriers to using condoms (Messiah, Dart, Spencer, Warszawski et al 
1997, Benton, Jolley, Smith, Gerofi et al 1997, Peart, Rosenthal & Moore 
1996, Treffke, Tiggeman & Ross 1992).  These barriers can be physical or 
behavioural.  However, the problems encountered, and barriers to their 
acceptance are not often recognised.  Problems identified by participants in 
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one study (Keller 1993) were inadequate lubrication, poor fit, and breaks or 
leaks during intercourse.  Loss of sensitivity (on the part of the male) and 
increased sensitivity, almost to pain (on the part of the female) are elements 
that also influence their lack of use.  Poverty also limits the ability to purchase 
or obtain condoms.  
 
Theoretical perspectives 
 
Behaviour modification theories have been formulated, tested, analysed and 
applied to various health-enhancing activities such as seatbelt-wearing, sun 
protection, smoking cessation, physical exercise and avoidance of sexually 
transmitted diseases.  The next section will briefly discuss the application of 
behavioural theories to HIV and STD prevention.  At the risk of excluding 
some useful theories, the candidate has chosen not to describe 
phenomenological or ethnographic approaches, but instead uses models of 
behaviour change that are commonly applied in health care settings.     
 
Two prominent theoretical models have been put forward to predict health or 
risk behaviours.  The Health Belief Model focuses on outcome expectancies, 
while the theories of Reasoned Action (Fishbein & Azjen 1975) and Planned 
Behaviour (Azjen 1985) state that changes in outcome expectancies and their 
values, self-efficacy and intentions (motivation) are linked to changes in 
behaviour. 
 
Abraham and Sheeran's review of studies applying social cognitive 
frameworks, such as the Health Belief Model and the Theory of Reasoned 
Action, to HIV prevention suggest that the motivational complexity of sexual 
behaviour, the emotional and arousal states in which it is enacted, the 
difficulties of planning spontaneous interaction, and contextual factors all 
undermine HIV-preventive intentions (Abraham & Sheeran 1994).  While 
behaviour change can be seen to be of direct benefit to health in smoking 
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cessation, for instance, it is more nebulous in effect in sexual behaviour for all 
these reasons.  As mentioned before, prevention is far more difficult to 
envisage and to gain satisfaction from, than is the prospect of cure.  The 
decision to use condoms, for instance, requires the sacrifice of immediate 
pleasure for the consideration of a distant threat of harm.  Furthermore, 
another person is involved in the decision, making the situation more complex. 
 
An important issue in AIDS prevention is perception of risk.  According to 
the Health Belief Model, adaptive behaviour is in general a joint function of 
subjective risk and threat appraisal.  Regarding AIDS, however, it is important 
that undue anxiety based on unfounded beliefs be reduced while assessment of 
personal risk is increased.  Young people may believe themselves to be safe 
because they are not homosexual, drug users or promiscuous, and may be 
unwilling to believe that someone just like them could be infected (de Vroome 
et al 1991).  It is important that all aspects of the Health Belief Model are 
utilised in addressing HIV risk behaviour.  This could be as follows: 
 
(1) knowledge about the means of transmission and the consequences of 
contracting HIV;  
(2) knowledge about prevention strategies; 
(3) beliefs of susceptibility to HIV infection; 
(4) beliefs that the benefits of performing preventive acts outweigh the costs  
(Hein, Dell et al 1995).   
 
HIV risk-related behaviours may be related at all ages, not only the young, to 
a pattern of risk-taking, including alcohol consumption and substance abuse, 
and/or a failure to cope with distressing emotions, possible low self-esteem 
and other life stressors.  Individual differences in risk behaviour may be 
attributed to underlying personality traits which are very resistant to change.  
The sensation seeker may be the individual that is hardest to influence.  
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According to Zuckerman et al (1964), sensation seeking consists of the 
following four dimensions:  
 
(1) thrill and adventure seeking (TAS) reflects a need for physical excitement 
and risky sports activities 
(2) experience seeking (ES) involves arousal of the mind and senses through a 
nonconformist life-style and experiences in music, art and travel 
(3) disinhibition (DIS) describes behaviour that relieves social inhibition 
through party-going, gambling and sex 
(4) boredom susceptibility (BS) reflects restlessness, aversion to dull people 
and to repetitive experiences of any kind.   
(Zuckerman, Kolin, Price, Zoob 1964) 
 
Sensation seeking is, therefore, almost inevitably related to sexual behaviour 
and has also been shown to have a high degree of stability over time, indicated 
by both biological markers and variations in underlying neurogenetic systems 
(Pedersen 1991).  It is also possible that they are inherited (Cloninger, 1987 in 
Pedersen 1991).  Pedersen found in his longitudinal study of adolescents, 
examining the stability of mental health and sensation seeking over time, that 
the DIS (disinhibition) scale seemed to be the strongest predictor of drug use.  
We must stress that he used a sample of the normal population, not people that 
were in treatment or in prison, on whom earlier studies have tended to focus; 
and therefore his results have more relevance to studies of the general 
populace. 
 
The different subdimensions of the sensation-seeking trait, then, are strong 
predictors of future health-risk-taking behaviours (e.g. drug use, alcohol 
consumption and sexual behaviour; Zuckerman 1978, Sheer & Cline 1995).  
Sheer & Cline conducted a survey of knowledge of AIDS, sensation seeking, 
behaviour and risk perceptions among college students taking classes in 
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communication, advertising, and education.  They found that:  
 
1: sensation seeking was only related to condom use in a limited way, 
although it did relate to number of partners 
2:  highly risky sexual behaviour existed despite high knowledgeability about 
AIDS, concluding that knowledge alone was not enough to alter behaviour.  
(Sheer & Cline 1995) 
 
The Theory Of Reasoned Action incorporates belief, attitude, intention and 
behaviour.  Beliefs represent the information each person has about a subject 
or object.  Attitude is learned and partly results from experience and partly 
from what is communicated to us about something by others.  Intention is a 
result of belief and attitude in guiding a person's decision to perform a certain 
behaviour (e.g. I believe that swimming every day will increase my fitness; I 
enjoy swimming; there is a pool nearby; therefore I intend to swim every day).  
Behaviour is influenced by all the foregoing.  The usual assumption is that by 
means of changing the attitudes of individuals it is possible to influence their 
behaviour (Fishbein & Azjen 1975).  As already recognised, knowledge alone 
is not enough to alter behaviour.  
 
The Theory of Reasoned Action suggests that an individual's intention to 
perform a specific behaviour is a linear function of his or her affective 
response to performing the behaviour (attitudes) and perceived social norms 
about the behaviour.  Attitudes are, in turn, predicted by the individual's 
beliefs about the likelihood and evaluation of the consequences of performing 
the behaviour (outcome beliefs).  Perceived social norms are based on the 
individual's beliefs about the wishes of relevant specific referents and his or 
her desire to conform to those norms (normative beliefs).  However, as many 
researchers have found, prior behaviour tends to predict subsequent behaviour 
over and above prediction attributable to attitude and perceived social norm. 
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(Baker, Morrison, Carter, Verdon, 1996).    
 
It must also be noted that these theories presume that health is a valued 
concern or goal, which, in the case of depressed or suicidal youths, it may not 
be (Stiffman, Earles et al 1995).   Social learning principles need to be applied 
to the teaching and learning of new health behaviours in order to obtain any 
significant effect.  Contemporary approaches to smoking, obesity and 
substance abuse have included the social-behavioural principles of risk 
education, assessment of personal risk, training in cognitive and behavioural 
skills to alter risk behaviour, and reinforcement of risk reduction efforts 
(Kelly, Murphy et al 1993). 
  
The Transtheoretical Model of Behaviour Change  
 
This model, as its name implies, incorporates elements from a number of other 
theories into its structure (Bradley-Springer 1996).  Research on how people 
change behaviour, either through self-change or through intervention 
programs, reveals that people progress through a series of stages of change.  
These are: pre-contemplation, not intending to change; contemplation, 
intending to change within six months; preparation, actively planning change; 
action, overtly making changes; and maintenance, taking steps to sustain 
change and resisting relapse.  Progression through the stages is not linear, and 
for most health behaviour problems people move forward and backward 
through the intermediate stages before eventually succeeding in maintaining 
change (Prochaska, Redding, Harlow, Rossi, Velicer 1994).  In addition, 
several reviews identify perceived risk, substance use, self-efficacy, perceived 
norms, health locus of control and peer support as key psychosocial variables 
for HIV risk reduction studies (Coates 1990, Fisher & Fisher 1992, Kelly & 
Murphy 1992).  The Transtheoretical model of behaviour change recognises 
that change is a long-term process; it allows for relapses, recognises they will 
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occur, and does not impart a sense of failure to the individual.   
 
Implications 
 
It is difficult to accurately measure HIV or STD risk, and all methods have  
limitations.  Each ‘risk’ situation relies on self-report, and each situation 
depends on the characteristics of the protagonists.  Even if the self-reported 
behaviour is an accurate account of events, unknown factors can influence 
outcomes.  Risk can be found in many geographical locations and social 
circumstances, but the degree of risk depends on social and sexual networks, 
the chance of encountering an infected individual, the likelihood of having a 
sexual encounter with that person, and the likelihood of using a condom or 
having ‘safe sex’  with that person.  Further, the risk of contracting HIV, 
especially, differs if the participants are insertive or receptive, or male or 
female.  Gay men were the first to mobilise against HIV/AIDS; however, as 
the epidemic has slowed, condom use has decreased and correspondingly 
gonorrhea rates have risen.  Bisexual men are often difficult to reach, and 
young people are often more concerned about pregnancy than sexually 
transmitted diseases.  Young heterosexual males need to be educated in safe 
sex, and perceptions of masculinity need to be re-oriented to reinforce their 
behaviour.  Women are more at risk than men, and they need support from the 
community, their partners, and their peers.  The use of drugs and alcohol can 
affect intentions and the likelihood of using condoms if having sex.  Further, 
many difficulties have been reported with the use of condoms, be it 
behavioural, attitudinal, or practical.   
 
As sexual risk behaviour depends on an interaction with another person, it is 
one of the most difficult things to change; further, it can and needs to change 
according to the situation and the people involved.  Past behaviour is seen as a 
good predictor of future behavioural control.  Someone with an intention to 
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use a condom, and with the condom nearby, may still neglect to use it at the 
last moment, possibly due to excitement or to pressure from the partner 
(Kashima, Gallois & McCamish 1993).   
 
The arousal of fear in publicity campaigns is not constructive and may lead to 
denial.  Behaviour modification starts with the perception of risk or 
consciousness-raising, followed by action to minimise risk, and reward 
ensuing from the action.  Predictors of risk-taking are being a sensation-seeker 
or scoring high on the disinhibition scale (Zuckerman, Kolin, Price & Zoob 
1964).  External influences on behaviour include social norms, peer pressure, 
partner pressure and opportunity.  Therefore sexual risk reduction is an 
extremely complex issue to address and to influence. 
 
Conclusion 
 
The studies reviewed in this chapter show a level of risk behaviour ranging 
from 12% of non condom-users in clients of prostitutes in Glasgow (Barnard 
et al) to 43% in injecting drug users in London and Glasgow (Goldberg et al); 
groups that would most likely be considered ‘high-risk’ among heterosexuals.  
Among the ‘general population’, i.e. not solely among injecting drug users or 
gay men (who were not discussed at length in this chapter, as the focus was on 
heterosexuals) a high level of risk has also been found; from 15% to 40% in 
the large American study (Catania, Coates, Stall, Turner et al 1992).  This 
NABS survey of over 10,000 people found that people were most commonly 
at risk of HIV infection through multiple partners, injecting drug use, or risky 
partners.  Other national surveys (in New Zealand, Australia, Switzerland, 
Sweden, France and Denmark) also demonstrated a level of risk behaviour 
that showed a lack of concern for sexually transmitted diseases.  However, 
condom use did increase over time; in Switzerland use of condoms increased 
from 8% to 56% with casual partners from 1987 to 1994 (Dubois-Arber, 
Jeannin, Konings et al 1997), while 44% of Swedes reported they had changed 
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their behaviour between 1986-89 because of AIDS (Herlitz 1993), and single 
people reported a substantial increase in condom use (35% to 43%) from 1987 
to 1997 (Herlitz & Steel 2000).  In New Zealand, self-reported condom use 
also increased, although slightly, from 1987-1989 (Chetwynd, Chambers & 
Hughes 1993).   
 
Sex is one of the basic human survival instincts, therefore universal; sexual 
behaviour is learned and can be modified.  Awareness of risk is the first step 
to minimisation of risk, followed by intention, skills training (however 
informal), self-efficacy, and protective behaviour.  Environmental factors, 
however, influence priorities, as was shown in Stiffman, Earles, Dore and 
Cunningham’s (1995) study.  The power of the peer group and the community 
to influence behaviour through changing social norms is immense, but slow.  
Further, people tend to underestimate their personal risk (Weinstein 1980) in 
comparison with others.  General practitioners, due to their contact with high 
numbers of patients, especially young people, have opportunities to raise 
awareness of risk as a first step towards the patient’s adopting of protective 
behaviour (Ross & Landis 1994; Maheux, Haley et al 1997). However, female 
GPs report more often starting discussions about STD prevention and are also 
more likely to counsel about condom use (Torkko, Gershman, Crane, 
Hamman et al 2000; Maheux, Haley et al 1997).  
 
The next chapter reports a systematic review of rigorous evaluations of risk-
reduction strategies and, if declared, their underlying behavioural theories.   
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Table 2.2     Studies of risk behaviour: Post-1997  
Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Dunn & Larajeira 
 
HIV-risk behaviour among 
non-heroin-using cocaine 
injectors and non-injectors 
in Sao Paulo, Brazil 
 
AIDS Care 2000; 12 (4): 
471-481 
Sao Paulo, 
Brazil: 
Primary care 
clinics 
Patients 
attending for 
treatment, 
counselling or 
assistance at 15 
sites. 
294 patients, 265 
(90%) male; 
mean age 27. 
Cross-sectional 
Interviews 
To investigate 
HIV-risk 
behaviour among 
cocaine users in 
relation to route of 
administration: 
To relate this to 
reported HIV 
status 
Majority of sample had not 
injected any drugs (199/68%), 
but contact between groups was 
high. 
A positive HIV test was 
strongly associated with history 
of injecting drug use, and 
sharing a syringe. 
HIV+ were more likely to have 
had sex with a prostitute, been 
paid for sex, and with non-
condom use. 
More direct interventions are needed 
with cocaine users, as injectors and 
non-injectors have close contact and 
use together, a known risk factor for 
taking up injecting. 
Bastos, Lowndes, Derrico, 
Castello-Branco, Linhares-
de-Carvalho et al 
 
Sexual behaviour & 
infection rates for HIV, 
blood-borne and sexually 
transmitted infections 
among patients attending 
drug treatment centres in 
Rio de Janeiro, Brazil 
 
Int J STD & AIDS 2000; 
11: 383-392 
Rio de 
Janeiro, 
Brazil. 
Drug 
treatment 
centres 
In-patients in 
treatment 
225 patients;  
195 males, 30 
females; mean 
age 31  
Cross-sectional.
Questionnaires, 
blood tests, 
urine samples 
To assess risk 
behaviours, HIV 
infection and 
other STI/blood-
borne infections 
Levels of risky sexual behaviour 
were high; 75% of men had sex 
with sex workers; 30% women 
were sexually engaged with 
IDUs; 40% had been paid for 
sex 
HIV infection rate low at 0.9%, 
hep B 14.7%, hep C 5.8% 
Drug treatment centres present an 
opportunity to gain access to hard-to-
reach risk populations. Preventive 
initiatives are urged, as drug users 
tend to drop out of programs or 
relapse. 
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Christiansen & Lowhagen 
 
Sexually transmitted 
diseases & sexual behavior 
in men attending an 
outpatients’ clinic for gay 
men in Gothenburg, 
Sweden 
 
Acta Dermato-
Venereologica 2000; 80 (2): 
136-9 
Gothenburg 
Sweden 
Out patient 
clinic 
Patients  Cross-sectional To report the 
prevalence of 
STDs in the clinic 
from 1983 to 1997
To describe results 
of a questionnaire 
survey of sexual  
behavior 
Syphilis and hep B was 
eradicated in this clinic in early 
80s. Micro-epidemic of 
gonnorhea in 1997. 
 
The majority (89%) had a good 
knowledge of HIV transmission 
69% had HIV test because of 
new relationship 
50% were in steady relationship 
88% used condoms for anal sex 
 
Prevalence of STDs has decreased, 
but still a need for dedicated clinics 
to educate about HIV and safe sex 
Stanekova, Habekova, 
Wimmerova, Gramblickova 
 
HIV infection and sexual 
behaviour among 
homosexual and bisexual 
men in Bratislava 
 
Central European Journal of 
Public Health 2000; 8 (3): 
172-5 
Bratislava 
Gay disco  
Patrons of disco 
on 2 occasions 
 
170 men (time 
1) and 124 men 
(time 2) 
 mean age 25 
years 
Cross-sectional 
Saliva samples 
and 
questionnaire 
To determine 
sexual behaviour 
and HIV 
prevalence  
Sexual orientation: 66.4% gay, 
20.2% bisexual, 13.4% other; 
HIV prevalence: 5.4% at time 1 
and 1.6% at time 2 
 
45% had steady partner, 49% 
had casual partners 
70% of total regularly used 
condoms 
HIV prevalence is low, but unsafe 
sex still occurring 
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Authors/Title Location: Sampling 
procedure: 
Sample 
Design: Aims: Results: 
 
Conclusion 
Herlitz & Steel 
 
A decade of HIV/AIDS 
prevention in Sweden: 
changes in attitudes 
associated with HIV and 
sexual risk behaviour from 
1987 to 1997 
 
AIDS 2000; 14: 881-90 
Sweden Stratified (by 
age group) 
random sample 
800 per year; 
1987, 89, 94 and 
97.  
Ages 16-44 
Self-
administered 
questionnaires 
Repeated cross-
sectional study 
To monitor the 
changes in 
determinants of 
HIV-related 
attitudes and 
behaviour over a 
10-year period 
Changes in attitudes were more 
robust than the modest changes 
in sexual behaviour. A trend in 
increased condom use was 
observed by younger people, 
but was offset by little change in 
multiple partners and 
unprotected casual sex. 
Increased condom use in younger 
participants may reflect changes that 
help to prevent HIV in Sweden 
Adrien, Leaune, Dassa & 
Perron 
 
Sexual behaviour, condom 
use and HIV risk situations 
in the general population of 
Quebec 
 
Int J of STD & AIDS 2001; 
12: 108-115 
Quebec, 
Canada 
Random sample, 
telephone 
(CATI) survey 
 
1482 males, 
2019 females 
aged 15-64 
Cross-sectional To determine the 
sexual and 
protective 
behaviours of the 
general population 
in Quebec 
Condoms were mostly used by 
younger people and use was 
more frequent with those who 
had a casual partner. However 
37% did not use a condom with 
their last casual partner. Women 
had less power to insist on 
condoms and more often had a 
partner who refused (p<0.001) 
than men. 
Sexual behaviours vary by type of 
relationship. Feelings of trust 
associated with condom use.. 
 
 
CHAPTER THREE 
 
 
A review of the effectiveness of interventions in primary health care settings to 
reduce HIV/AIDS and STD risk behaviour  
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Introduction 
 
Chapter One described the impact of HIV on sexual behaviour, while Chapter 
Two discussed risk behaviour.  Chapter Three examines interventions delivered 
in primary care settings which were designed to reduce risk behaviour. 
 
In the context of HIV/STD prevention, a behavioural intervention is one that 
seeks to reduce the risk of acquiring or passing on HIV or other STD by 
changing behaviours that lead to transmission or infection, principally sexual 
and injecting behaviours (Stephenson, 1999).  It is useful to gauge the impact 
of an intervention by some concrete measure, such as condom use, as well as 
theoretically sound but nonetheless interim measures such as knowledge, as it 
is generally agreed that knowledge alone cannot guarantee behaviour change 
(Prochaska, DiClemente, Norcross 1992).  It is preferable, but not always 
feasible, to also test the sustainability of any such behaviour change by 
repeated measures. 
 
While health and educational services faced dilemmas regarding the focusing, 
and thus labelling, of certain groups considered to be at greater risk of infection, 
attempts were made, notably in the UK (Small 1994) to avoid labelling ‘risk 
groups’ and to instead address ‘risk behaviour’.  But this effort to reduce 
stigmatization of certain groups inevitably led to the assumption of risk by those 
whose risk was or is negligible (Coleman & Ford 1996).  While mass media 
campaigns mostly achieved their prime objective, namely to raise awareness 
and knowledge (Lehman et al 1987; Morlet, Guinan, Diefenthaler, Gold 1988; 
de Vroome et al 1990; Sandbaek & Kragstrup 1995), they were consequently 
considered to have overlooked the needs of others at-risk, who were often 
harder to reach (e.g. street kids, and street prostitutes). 
 
Young people at the commencement of their sexual careers are the most at risk 
(70% of new HIV infections occur in the age group between 20 and 39; 
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NCHECR Australian HIV Surveillance Report 1999), and consequently have 
the most to gain from STD prevention. This group is characterised by people 
experiencing more sexual encounters than in any other time of their life, as 
evidenced by national surveys of sexual behaviour in the UK (Johnson et al 
1994), the USA (Laumann et al 1994), and New Zealand (Davis 1996).  
Therefore, education about HIV, AIDS and STDs is profitably aimed at a 
younger generation that has grown up with the spectre of AIDS always in 
existence.  While HIV/AIDS may not have touched anyone they know 
personally, it has been stated that many young people do know someone 
embarrassed and distressed by genital herpes or some other sexually transmitted 
disease (Dwyer, MJA 1991).  A high proportion, especially those entering into 
new relationships, have had HIV tests (303, 29% of Ward & Sanson-Fisher’s 
general practice patients had been tested), but the disease often does not present 
a concrete threat and therefore may be underestimated.  Even people attending a 
sexual health service do not request HIV testing, because they do not always 
associate the risk (34% of 2249 men and 44% of 1153 women attending a 
service in South Australia requested an HIV test; Hart, 1991).  Sexually 
transmitted diseases not only pose an important public health problem in their 
own right, but they are also markers of unsafe sexual practices that can result in 
HIV transmission, while the presence of some STDs actually facilitates this 
transmission (Cohen 1998).  Sexually transmitted diseases also have 
consequences for fertility.  Safe sex is a widely promoted method of prevention 
which is routinely advised, but often not made clear by the provider, and is also 
found difficult to comply with.   
 
Method 
 
A Medline search was carried out by the candidate using the keywords ‘HIV’, 
‘prevention’, ‘intervention’, and ‘evaluation’ for the period 1985-2000.   Use of 
the word HIV produced 71, 905 references; addition of ‘prevention’ = 12,357; 
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addition of ‘intervention’ = 683; addition of ‘evaluation’ = 146.  The search was 
restricted to those articles published in English in peer-reviewed journals which 
addressed the age group 18-25, including male, female, hetero- bi- or 
homosexual, and were conducted in some type of primary care centre.  For 
reasons given above, the candidate considered only studies that measured the 
impact of an intervention on knowledge, behaviour and/or attitudes.  Studies 
were excluded if they were (1) targeted solely at high school students, (2) did 
not use randomisation to intervention and control groups, (3) did not assess the 
effect of the intervention by follow-up.  
 
Studies meeting the inclusion criteria were reviewed, attempting to use a set of 
guidelines for assessing methodological strengths following the principles 
outlined in a recent review of HIV intervention studies, according to the 
Cochrane Collaboration (University of South Australia-The Cochrane 
Collaboration , website).  Eight methodological criteria were thus identified: (1) 
clear specification of aims; (2) description of intervention content package and 
design; (3) inclusion of randomly assigned control or comparison group, 
equivalent on sociodemographic and outcome variables; (4) provision of data on 
numbers of participants recruited to experimental and control groups; (5) 
provision of pre-intervention data; (6) provision of post -intervention data; (7) 
specification of attrition rates for intervention and control groups; (8) findings 
reported for outcome measures as described in the aims of the study. 
 
In science, the most powerful design to ‘prove’ the effectiveness of an 
intervention is the randomised controlled trial (Swinscow, Statistics at Square 
One, revised by Campbell, 2000).  The randomised controlled trial is so 
designed to test a hypothesis, in which the participants are randomly assigned to 
groups, whether experimental (receives intervention) or control (receives no or 
minimal intervention).  Randomisation precludes, or at least minimises, bias and 
unequal distribution of confounders between groups.  In addition, evidence of 
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effectiveness is more compelling when the allocation to groups is unknown 
(blind) to the investigator(s) and/or to the deliverer(s) of the intervention and/or 
the measures of outcome.  The evidence-based approach to the evaluation of 
health care interventions views the randomised controlled trial as the optimal 
research design for this purpose because it minimises bias and invalid 
inferences (Stephenson, 1999).  Therefore, the randomised controlled design is 
the ‘gold standard’ for evidence of effectiveness.  
 
Results 
 
Twenty-two articles that described any type of HIV or STD risk-reduction 
intervention delivered to adults, whether patients, clients, volunteers or 
members of the general community were identified (Table 3.1).   Each of these 
is reviewed in detail below.  
 
At the outset, it was disappointing that only four studies were found that 
focused solely on primary care settings for sexually transmitted disease risk-
reduction interventions, with family practice patients as targets.  Two studies 
were conducted, however, in university health clinics, and they are included in 
the primary care facilities.  Eight others were conducted in STD or genito-
urinary (GUM) clinics, and two in drug treatment settings, while the remainder 
were outreach or community-based interventions. 
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Table 3.1  Interventions to reduce risk behaviour 
 
Study, Authors, 
Journal 
Setting Design Sample Outcome 
Measures 
Intervention Results Authors' 
Comments 
Preventing AIDS & 
other STDs through 
condom promotion 
1989 
 
Solomon & DeJong  
 
Am J PubHealth 
1989; 79: 453-8 
STD clinic, 
Boston City 
Hospital, 
1986 
RCT of 
educational 
intervention 
 
RCT of  
intervention + 
condoms 
Interviewer-
administered 
questions 
18 yrs+; med 24
 
103 1st study, 
RR 80%; ½ 
randomised to 
see videotape. 
 
182 in 2nd 
study, RR 73%; 
½ randomised 
to see video. 
 
*knowledge of 
STD  
prevention 
 
*attitudes to 
condoms 
 
*redeeming     
coupons for     
condoms 
Individual viewing of 
videotape and oral 
recall session by I 
group in both studies;  
plus provision of free 
condom coupons to 
both groups in 2nd 
study. 
Intervention groups 
showed increased 
knowledge & acceptance 
of condoms. 
 
Intervention group in 
study 2 redeemed more 
condoms than control 
group. 
Intervention was 
most effective 
with less educated 
people and those 
not born in the 
USA 
AIDS prevention in 
homosexual and 
bisexual men: 
results of a 
randomized trial 
evaluating two risk 
reduction 
interventions 
 
Valdiserri, Lyter, 
Leviton, Callahan, 
Kingsley & Rinaldo 
 
AIDS 1989;3:21-6 
Volunteers 
to the Aids 
Prevention 
Project, 
Pittsburgh 
 
1986-7 
RCT of 2 
educational 
interventions 
 
S/A 
questionn'res 
@ baseline & 
follow-up 
Gay/ bi-men 
aged 19-73 yrs; 
mean 33. 
265 in 
Intervention 1; 
319 in Int. 2. 
2 follow-ups. 
77% in both 
groups 
completed at 
least 1 follow-
up (@ 6 &12 
mths) 
* AIDS 
knowledge 
 
*sexual 
behavior 
 
*condom use 
 
#1= small group 
lecture, 60-90 minutes.
 
#2= small group 
lecture plus skills 
training, 140 minutes. 
Knowledge in both 
groups was high both 
pre- & post-intervention. 
Condom use anal 
intercourse incr. for #2 
from 36% to 80% and in 
#1 from 44% to 55%, 
while number of partners 
decreased for both. 
Interventions 
teaching behavior 
skills in 
negotiation and 
role-playing  
more effective  
than info. In 
changing risk 
behaviors.  
 
Dominant 
partners used 
condoms more 
than receptive. 
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Study, Authors, 
Journal 
Setting Design Sample Outcome 
Measures 
Intervention Results Authors' 
Comments 
Behavioral 
intervention to 
reduce AIDS risk 
activities 
 
Kelly, St. 
Lawrence, Hood, 
Brasfield 
 
Journ of Cons & 
Clin Psychology 
1989; 57:60-67 
Metropol’tn 
Health Dept 
clinics, 
gay bars. 
Mississippi 
Randomised 
controlled 
trial of an 
educational 
intervention 
 
S/A 
questionn're + 
behavior self-
monitoring 
forms over 
4wks 
Gay men  over 
21 (mean 31) at 
risk, not HIV+. 
  
Total 104;   
51 intervention 
group (42 
completed 
follow-up)  
 
53 in control 
group (39 
completers) 
 
*sexual risk 
practices 
 
*AIDS risk 
knowledge 
 
*assertiveness 
 
*self-report 
75-90 min. training 
sessions.  3 groups, 12 
sessions: education(2); 
self-management(3); 
assertion training(3); 
relat’nshp skills(3); 
social support(1). 
Follow-up @ 8mths. 
I group dec. risk activity 
compared to C group 
post-intervention  
Knowledge inc.,  
assertiveness inc., (All 
P=.0001) 
Subjects also rated 
satisfaction with 
intervention. Ranked 9.8 
on scale of 10 for value; 
8.9 for personal help. 
Tailored 
intervention, 
group support and 
acquisition of 
skills work 
together to 
maximise 
effectiveness. 
Prevention of 
sexually transmitted 
diseases: a 
randomised 
community trial 
 
Meyer, Job-Spira, 
Bouyer, Bouvet, 
Spira. 
 
J of Epi & Comm 
Health 
1991; 45: 152-8 
France;  
6 (3 pairs) 
geo. 
districts, 
GPs' 
patients 
1986-7 
Randomised 
community 
trial  
40 GPs in 3 
Education, 
 3 Control areas 
gathered info. 
on infected pts, 
pre- & post-
Edu. program 
 
 
*STD 
pathology tests
 
*sexual 
activity 
 
*length of 
delay in 
seeking 
consultation 
Info in popular media, 
posters,pamphlets, 
encouraging  use of 
condoms (vending 
machines), free 
hotline, free treatment 
& screening for 
minors, refunds for 
chlamydia tests. 
Frequency of pt.s with 
pathology did not differ, 
apart from seasonal 
variation, between E & C 
groups, pre- or post-
campaign.  Post-
campaign,  in E groups 
had fewer sex partners, 
were quicker to seek 
consultation, were 
younger (>30) than C 
groups, & had more tests. 
No stat.sig. diff. 
Prevention 
program had 
favourable impact 
on GPs; increased 
awareness of 
chlamydia, 
increased test-
ordering 
 71
Study, Authors, 
Journal 
Setting Design Sample Outcome 
Measures 
Intervention Results Authors' 
Comments 
Reduction of high-
risk behavior 
among hets. 
undergoing HIV 
testing: an RCT. 
 
Wenger, Linn, 
Epstein, Shapiro 
 
Am J PubHealth 
1991; 81:1580-5 
STD clinic 
attendees, 
Los 
Angeles, 
1988 
Randomised  
controlled 
trial 
 
S/A 
questionn're 
@ baseline & 
8 weeks 
Mean age 25 
 
256 subjects; 
125 in HIV test 
group, 131 in 
control group. 
  
92 and 94 
respectively 
completed 8-wk 
fw-up 
*sexual              
behavior 
*asking       
partners risk 
*condom use 
*AIDS             
knowledge 
*mental            
health 
*health worry 
*AIDS worry 
 
All completed 
questionnaires & 
educational 
intervention: 
pamphlet, video, & 
counseling. 
 
Test group also had 
free HIV test. 
HIV tested questioned 
partner more (P=0.01) 
worried more (P=0.03) 
used condoms more 
(P=0.05) 
Testing and 
education 
increases concern 
and may promote 
safer sexual 
behaviors. 
Evaluation of 2 
AIDS prevention 
interventions 
 
Quirk, Godkin & 
Schwenzfeier 
 
Am J Prev Med 
1993; 9:21-6 
Inner-city 
family 
health 
centre, 
Worcester, 
Mass. 19? 
RCT of 2 
interventions 
 
Repeated 
measures; 
baseline, post-
intervention, 1 
month 
followup 
14-25 years, 
mean 20 
 
116 in peer-
education 
group, 98 in 
provider-
education 
group. 
 
97 completed 
the follow-up 
@ 1 mth 
* Knowledge     
of AIDS 
 
*Attitude           
towards AIDS 
 
* Behavior        
change to           
reduce risk 
Peer-delivered 
intervention: videotape 
& brochures. 
 
Provider-delivered: 
collaborative approach 
to help pt. reduce risk 
behavior. 
No change in attitude/ 
behavior, except for most 
sexually active subgroup 
of 75, where P=.006 for 
decreased difficulty in 
asking partner re sex. 
behavior.  
Peer-interv. most 
successful w/info. on 
drug-related risk; 
Provider-intervention 
most successful w sex-
related risk. 
Knowledge 
improved in both 
groups. Most 
sexually active 
decreased level of 
risky activity 
post- intervention. 
 
Personalised 
approach & 
involvement of 
peers raises 
acceptability of 
interventions. 
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Study, Authors, 
Journal 
Setting Design Sample Outcome 
Measures 
Intervention Results Authors' 
Comments 
Evaluation of an 
AIDS education 
programme for 
young adults 
 
Bellingham & 
Gillies 
 
J of Epi & Comm 
Hlth 1993; 47: 
134-8  
 
 
6 youth 
training 
centres 
Nottingham, 
England 
1991? 
16-19 yr-
olds 
Block-
randomised 
controlled 
trial 
 
Baseline & 2-
wks-test  
16-19 yr-olds 
 
173 
experimental 
& 164 control 
group. 
121 (70%) and 
119 (73%) 
completed 
follow-up @ 
 2 wks 
* sexual            
behaviour 
 
* knowledge      
of HIV/AIDS 
*attitudes           
towards             
HIV/AIDS 
Streetwize UK  comic 
& facilitators' guide 
Statistically signif. better 
knowledge at post-test by 
Ex group; 
 
No difference in attitudes 
or  behaviour, pre- and 
post-test, E & C groups 
 
The Streetwize 
programme had 
significant impact 
on knowledge, 
but peer-led 
interventions & 
skills training are 
needed to alter 
behaviour & 
attitudes 
The effects of 
HIV/AIDS 
intervention groups 
for high-risk 
women  
in  urban clinics. 
 
Kelly, Murphy, 
Washington, 
Wilson, Koob, 
Davis, Ledezma, 
Davantes. 
 
Am J PubHealth 
1994; 84:1918-22 
 
Milwaukee, 
inner-city 
primary 
health care 
clinic, 
1991-2 
Randomised 
controlled 
trial of 2 
interventions 
of different 
subject matter 
 
Interviewer-
administered 
questionn're 
@ baseline & 
3 months 
197 women 18-
40 years; 
100 in  
Intervention 
group- 54 
completed 3mth 
f-up  
 
87 in  
Comparison 
group- 39 
completers.   
 
 
*sexual              
behavior 
 
*condom use 
 
*AIDS risk    
knowledge 
*sexual 
communicat'n 
skills 
*personal 
estimateof risk 
Baseline assessment. 
1: HIV/AIDS 
education= 4x 90-
minute sessions;  
1-mth follow-up; 3-
mth assessment. 
2: C group= 4x 90-
minute sessions on 
nutrition, etc; 3-mth 
assessment. 
Group 1 had increased 
sexual communication/ 
negotiation skills, and 
condom use increased 
from 26% to 56% on all 
occasions(P=0.001)  
 
No significant 
differences found in 
comparison group. 
5-session 
cognitive-
behavioral skills 
training group 
intervention 
produced 
behavior changes 
among 
disadvantaged 
high-risk women. 
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Effect of HIV 
antibody testing and 
AIDS education on 
communication 
 about HIV risk and 
sexual behavior. 
 
Wenger, 
Greenberg, 
Hilborne, 
Kusseling, 
Mangotich Shapiro 
 
Ann Intern Med 
1992;117: 905-11 
University 
student 
health 
center, Los 
Angeles, 
California 
1989 
Randomised 
controlled 
trial; 
3 arms: 
Control, 
Education, 
Education + 
HIV test.  
Heterosexual 
aged 18+ 
interested in 
education re 
HIV 
 
111 Control  
 
130 Education  
 
122 Education 
+ test 
* sexual             
behavior 
 
* discussion of  
HIV risk            
w/partner 
Multimedia; 
11- minute video, 15- 
minute lecture, 15-min 
role-play,  
15-min discussion 
 
Same plus HIV test 
90 C, 118 E, 110 E+ 
completed 6 mth f-up. 
Knowledge increased in 
all groups; no change in 
sexual behavior any 
group; question-asking re 
HIV inc in E+ group 
compared to C group 
(p=0.008) 
but not (p=0.02) stat. sig. 
between E and C groups. 
Partner risk 
analysis is an 
effective 
approach to HIV 
prevention. 
  
Motivated 
volunteer students 
took part,  results 
may not 
generalize. 
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RCT of an HIV 
sexual risk-
reduction 
intervention for 
 young Afro-
American women 
 
DiClemente & 
Wingood 
 
JAMA 1995; 274: 
1271-6 
 
San 
Francisco, 
community, 
outreach, 
1993 
Randomised 
single-blind, 
controlled 
trial 
 
Tests @ 
baseline &  
3 months 
128 women 18-
29 yrs. 
3 groups;  
53 in #1 
intervention  
35 in #2 
intervention  
40 in  #3 
control group. 
 
100 completed 
3-mth follow-
up. 
*1.Consistent    
condom use 
*2. HIV risk-     
reduction           
knowledge 
*3. sexual  
  self-control  
*4. sexual         
assertiveness  
*5. sexual    
commun’tion 
*6. partner         
norms     
supportive of     
condom use 
 
1: Social skills.  
5 sessions 
 
2: Education.  
Single session 
 
3: Control group. Info. 
given after trial 
completed 
Group 1 demonstrated 
raised performance on all 
major outcome measures, 
compared to G2.e.g for 
*1= Odds Ratio 2.1, 
CI 95% (p=0.04)  
 
Groups 2 & 3 showed no 
stat. significant 
differences in outcome 
variables. 
Effectiveness of 
intervention may 
be enhanced by 
the emphasis on 
social skills & 
gender 
relationships; 
empowerment 
 
Consistent 
condom use 
chosen as main 
outcome variable.
Limited effects of 
HIV counselling/ 
testing for women 
1993/4 
 
Ickovics,  Morrill, 
Beren, Walsh, 
Rodin  
 
JAMA 1994; 272: 
443-8 
 
4 
community 
health 
clinics in 
Southern 
Connecticut 
1993/4 
Prospective, 
longitudinal 
 
 
Repeated 
measures-
Baseline,  
2 weeks,  
3 months. 
 
Structured 
interviews 
18-61 years, 
mean 31. 
 
152 tested 
group;  
78 comparison 
group. 
 
143 & 70 
completers. 
 
 
 
*sexual             
activity 
 
*condom use 
 
*partner risk      
factors 
 
*psychological  
indicators 
HIV counselling= 
explain antibody test, 
advise of 
confidentiality, assess 
reason for test/ extent 
of risk, inform of 
possible need for 
partner notification, 
recommend preventive 
measures, set follow-
up appt. for results, & 
test 
No statistically 
significant behavior 
change- for tested or 
comparison groups.  
 
Mean level of risk was 
lower at all 3 interviews 
for tested than untested. 
Statistical power limited 
by sample size 
 
HIV counselling 
and testing 
produces limited 
behavioral 
consequences.  
Past behaviour is 
better predictor of 
behaviour change 
than is 
counselling & a 
negative test 
result. 
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Development and 
evaluation of an 
HIV-risk reduction 
program for female 
College students 
 
Sikkema, Winett, 
Lombard 
 
Aids Ed & Prev 
1995; 7: 145-59  
 
 
University 
health 
service 
Randomised 
controlled 
trial of two 
educational 
interventions 
Heterosexual 
women 
interested in 
HIV education 
 
27 received 
Education only; 
 
28 E+Skills 
training 
*HIV/STD        
knowledge &    
beliefs 
 
*sex, alcohol,    
drug-related    
behaviours 
 
*sexual   
assertiveness   
role-plays 
E only= 1x90minute 
session, plus free 
condoms 
 
E+ Skills= 4x75-90 
minute sessions of 
discussion + 
cognitive-behavioural 
training, role-playing, 
etc plus free condoms 
Skills group showed stat. 
sig. improvement in 
knowledge, self-efficacy 
& sex. assertiveness, 
post-intervention. 
Condom use increased in 
both groups  
Already low level 
of risk behaviour 
gives limited 
scope for 
improvement. 
Present programs 
meeting the needs 
of College 
women 
STD and HIV risk 
in heterosexual 
adults attending a 
public STD clinic 
 
Boyer, Barrett, 
Peterman, Bolan 
 
AIDS 1997; 1: 359-
67 
STD clinic, 
San 
Francisco 
1992 
Randomized 
controlled  
trial of 2 
behavioral 
risk-reduction 
int’ventions 
399 patients 18-
35 yrs 
 
Short 
counseling 
session = 200 
vs.  
4x cognitive-
behavioral 
intervention 
= 199 
 
STDs 
 
Risky sexual 
activities 
Standard counselling 
 
 
4 x 1hour, individual, 
multi-component, 
cognitive/behavioral 
intervention 
 
Follow-up @ 
 3 & 5 months 
STDs= no difference 
 
Risky sex decreased in 
C/B group 
 (p= 0.05 for condom use 
by  men;  
p= 0.01for number of 
sex. partners) 
Intervention had 
some impact on 
behaviour in  
men,  but not in  
women   
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Behavioral 
outcomes of AIDS 
educational 
interventions for 
drug users in short-
term treatment 
 
McCusker, 
Stoddard, Zapka, 
Lewis 
 
Am J PubHealth 
1993; 83:1463-6 
 
Detox Unit, 
Mass.  
1991?  
RCT with 3 
strands 
 
Baseline & 
follow-up 
interviews 
15 yrs +; 
67/33% M/F 
 
122 in #1 
intervention 
142 in #2 
intervention 
143 in #3 
(enhanced 
intervention) 
 
Follow-up @ 
12 mths 
*injection risk 
 
*cocaine use 
 
*sexual     
behavior 
 
*condom use 
#1 early(1st wk) 
information 
 
#2 later(2nd wk) 
information 
 
#3. 6 group sessions, 
Social-Cognitive, 
Relapse Prevention, & 
practice. 1 solo 
session. 
Large reduction in total 
% of drug injectors. Not 
stat sig for #3. Cocaine 
use differed (P=.02);  
47% of  #1 & #2, and 
33% of #3. 
 
Sex partners & condom 
use did not differ by 
intervention. 
Baseline risky 
injection behavior 
the strongest 
predictor for this 
behavior at f-up.  
Lower-risk 
subjects more 
often reduced risk 
for HIV.  
A more tailored 
approach needed, 
e.gs-o-b-c model. 
 
Evaluation of a 
cognitive-
behavioural 
intervention for 
HIV prevention 
among injecting 
drug users 
 
Baker, Heather, 
Wodak, Dixon, 
Holt 
 
AIDS 1993; 7: 247-
56 
Methadone 
unit, Sydney  
1991?  
RCT with 3 
strands 
 
Baseline & 6-
mth follow-
up; interview, 
HRBS & 
Drug use 
scale & blood 
test 
95 volunteer 
IDU; 
 
31(28 @f-up) 
Relapse 
Prevention 
Intensive;  
 
31/25 @ f-up 
Brief; 
 
33/27 @ f-up 
Control 
*Drug use 
 
*HRBS (drug 
& sexual risk) 
 
*blood sample 
 
*urinalysis @    
follow-up 
RP Intensive  
(6x 90-min. individual 
sessions) 
 
BI Brief  
 (1x90-min.) 
 
Control (usual care) 
Lower rate of needle-risk 
behaviour in  
RPI group for highest-
use month, but not for 
previous month; no 
indication that BI was 
better than C care; 
neither intervention 
group appeared to reduce 
sexual risk  
Good compliance 
w/interv;  
Pts given $20 
 for pre-interv 
assessment only; 
Testing  
‘previous 
month’s’ risk-
taking does not 
allow for relapse 
nature of change 
in sex and drug 
arena 
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Timing of HIV 
interventions on 
reductions in sexual 
risk among 
adolescents 
 
Rotheram-Borus, 
Gwadz, Fernandez, 
Srinivasan 
 
Am J Comm 
Psychol 1998; 26: 
73-96 
 
Community 
settings 
RCT with 3 
strands 
 
 
151 aged 13-24 
years 
 
#1: Education 1 
 
#2: 
Education 2 
 
#3: Control 
*risk acts 
 
*sexual 
partners 
 
*perceived 
vulnerability 
 
*self-efficacy 
 
*self-approval 
of condom use 
# 1: 7 sessions x 1.5 
hours (10.5 hrs) 
 
#2: 3 sessions x 3.5 
hours (10.5 hrs) 
 
 
#3: No intervention  
No.of risk acts & no. of 
sex partners lower in 7-
session group and 
perceived vulnerability 
increased, self-approval 
increased. 
 
Self-efficacy increased in 
3-session group 
Factors mediating risk 
acts changed in complex 
manner 
 
Important that 
multisession HIV 
programs be 
delivered with 
fidelity in 
community 
settings 
Effects of an HIV 
risk reduction 
project on sexual 
risk behavior of 
low-income STD 
patients. 
 
O’Leary, Ambrose, 
Raffaelli, Maibach, 
et al  
 
AIDS Ed & Prev 
1998; 10: 483-492  
  
Public- 
funded STD 
clinics, 
Maryland, 
Georgia, 
New Jersey 
Quasi-
experimental 
design- 
Randomised 
controlled 
trial  
 
Paid $10-20 
for each 
interview 
659 patients 
aged 17-44 
 of 2793 
attended pre-
randomisation 
interview (24% 
consent rate); 
472 completed 
follow-up 
interview 
*number of 
partners 
*risky acts 
*self-efficacy 
*condom use 
90-minute interview 
(all), then 
I group (292) attended 
7x 90-minute modules 
 
(Control group n=180)
Both groups had 
significant risk reduction 
over time 
but no difference 
between groups 
Raised awareness 
of risk was maybe 
produced by the 
initial interview. 
Experience of 
STD diagnosis 
may also have 
contributed to risk 
reduction. 
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Evaluation of a 
randomized 
controlled trial of 
HIV& sexually 
transmitted diseases 
prevention in a 
genitourinary 
medicine clinic. 
 
James, Gillies, 
Bignell 
 
AIDS 1998; 12: 
1235-42  
 
GUM Clinic 
Nottingham, 
UK 
RCT with pre- 
test, post-test 
at 4 mths 
(RR=51%) 
and clinical 
follow-up at 
18 mths  
492 patients 
aged 16+ 
randomly 
assigned to 3 
strands 
 
RR=60% 
*Self-reported 
condom use 
and behaviour 
change 
 
*Knowledge & 
attitudes to 
condoms 
 
*Re-
attendance at 
clinic with 
STD 
#1: Individually 
focused counselling & 
skills training plus 
written materials 
(n=148) 
 
#2: Written materials 
only  
(n=162) 
 
#3: usual clinic 
procedure (n=182) 
 
Group 1 significantly 
more likely to carry 
condoms when meeting 
new partner, and more 
likely to perceive 
themselves at risk of HIV 
than either groups 2 or 3 
No stat. significant 
effects on knowledge or 
attitudes to condoms or 
re-attendance at clinic 
 
 
Condom 
promotion should 
continue, but 
clinic-based 
health promotion 
did not result in 
consequent health 
gain 
A randomized, 
controlled trial of a 
behavioral 
intervention to 
prevent STD among 
minority women. 
 
Shain, Piper, 
Newton, Perdue, 
Ramos, Champion, 
Guerra 
 
NEJMed 1999; 340: 
93-100 
 
Public 
health 
clinics, San 
Antonio 
1993-4 
Stratified 
RCT 
(Mexican-
American & 
African-Am) 
Follow-up at 
6 and 12 
months 
Paid $25 
initial visit, 
$15 follow-up
617/947 
 (65% RR) 
women 
 (aged ?) 
I group =313  
C group =304  
* non-viral 
STD 
(gonorrhea & 
chlamydia)  
3x 3 hour small-group 
sessions, individually 
tailored to cultural 
group and to low-
literacy patients. 
 
Infection rates 
significantly lower in I 
group at 1st 6 month 
follow-up, 2nd 6 months 
and at 12 months 
(p=0.004)  
The tailoring of 
the intervention to 
the ethnicity of 
patients (after 
extensive testing) 
contributed to its 
success  
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Efficacy of risk-
reduction 
counseling to 
prevent HIV and 
sexually transmitted 
diseases: a 
randomised 
controlled trial. 
 
Kamb, Fishbein, 
Douglas, Rhodes et 
al   
 JAMA 1998; 280: 
1161-1167 
 
5 public 
STD clinics, 
1993-96 
Multi-
centered RCT 
with 4 arms 
#1, #2, #3 had 
3, 6, 9, &12 
month 
followup 
visits, #4 had 
nil but were 
interviewed at 
12 mths 
5758 
heterosexual 
patients aged 14 
or over 
*self-reported 
condom use 
 
*new 
diagnoses of 
STD 
#1 enhanced 
counseling & 4 
interactive sessions; 
#2 brief counseling, 2 
interactive sessions; 
#3 & #4 brief didactic 
messages (current 
care) 
 
At 3 & 6 mths, condom 
use higher in #1 and #2 
(p=.05), and 
30% fewer had new 
STDs cf with #3 and #4 
(p=.008) 
Brief interactive 
HIV/STD 
counseling is 
more effective in 
preventing new 
STDs and can be 
conducted in busy 
clinics 
Group counseling 
to prevent sexually 
transmitted disease 
and HIV: a 
randomized 
controlled trial 
 
Branson, Peterman, 
Cannon, Ransom, 
Zaidi  
 
Sex Trans Dis 
1998; 25: 553-560 
STD clinics 
1992-1993 
RCT of 2 
interventions 
996 (59%RR) 
patients aged 
>13 agreed. 
964 eligible. 
509 in I group 
and 455 in C 
group 
47% at 12-mth 
follow-up 
*condom use 
 
*no. of 
partners 
 
* new STDs 
4x 1-hour small group 
counseling based on 
IBM model, with 
booster at 2 mths 
 
2x 20-minute 
individual counseling 
(usual care) 
Both groups had similar 
inc. in condom use and 
dec. in no. of partners 
Low response to 
all 4 follow-up 
sessions (for 
group 1) made 
small intervention 
(group 2) as 
effective as 
intense 
intervention  
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Outcomes of a 
randomized 
community-level 
HIV prevention 
intervention for 
women living in 18 
low-income 
housing 
developments 
 
Sikkema, Kelly, 
Winett, Solomon et 
al  
Am J Pub Hlth 2000;
90: 57-63 
 
 
Housing 
dev’pments 
in 5 cities 
1994-6 
 
Community-
based RCT,  9 
matched pairs 
of 
developments, 
women >18 
years 
 
$15 incentive 
 
1265 at 
baseline, 690 at 
12-mth follow-
up  
 
*condom use 
*risk 
knowledge 
*perceived risk
*communicati
on with 
partners about 
risk and about 
condoms 
 
4-session risk 
reduction workshops, 
to which women 
opinion leaders 
(WOLs) had input. 
Creation of ‘Women’s 
Health Councils’, 
WOLs recruited 
women to workshops. 
Community events 
were organised. 
  
 
Increases in condom 
carrying and use, 
knowledge of risk & 
perceptions of risk in I 
group. 
No change in talking 
about HIV, but inc. in 
discussing condoms with 
partners (I group). 
 
The use of 
popular women 
and their input to 
sessions, plus 
community 
activities helped 
strengthen skills 
and redevelop 
norms 
 81
Commentary 
 
The sites of recruitment for these studies ranged from community outreach 
(DiClemente & Wingood; Kelly, St Lawrence et al ; Valdiserri et al; Sikkema, 
Kelly, Winett, Solomon et al) to STD clinics (Solomon & DeJong; Wenger, 
Linn et al; O’Leary, Branson, Peterman, Cannon et al; Ambrose, Raffaelli, 
Maibach et al), drug clinics (McCusker et al; Baker, Heather et al ), family 
health centres and community health clinics (Quirk & Godkin; Kelly, Murphy 
et al; Ickovics et al; Kelly, St Lawrence, Hood et al; Shain, Piper, Newton et 
al) student health centres (Wenger, Greenberg et al; Sikkema, Winett & 
Lombard) youth training centres (Bellingham & Gillies) and general practice  
population (Meyer et al, France).   
 
The French study (Meyer et al, 1991) compared the general practice 
populations of six paired districts, three of which were subjected to an 
intensive media campaign.  The aim was to evaluate the effectiveness of a 
program for the prevention of sexually transmitted diseases which affect 
fertility.  Close matching was carried out between experimental and control 
departments. GPs were randomly selected and asked to participate, blind to 
whether they were in Experimental or Control districts, and the proportion 
who agreed to participate was very similar in each of the departments.  Data 
was collected pre- and post- media campaign from 40 GPs on their patients 
presenting with symptoms of STDs.  It is not clear whether the same patients 
could have presented twice.  While it is difficult to assess the impact of a mass 
media campaign, due to possible contamination across geographical districts, 
the authors took care to minimise this eventuality.  This was a well-formulated 
study, and the criteria for selection of subjects made sure that the risk 
population was addressed.  Nevertheless, the findings showed that the 
frequency of patients with pathology did not differ significantly, apart from a 
usual seasonal variation, either between experimental or control groups, or 
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pre- and post-media campaign.   Some slight favourable differences were 
discernible, post-campaign, amongst women, however.   The prevention 
campaign also had a beneficial impact on the GPs' awareness of chlamydia, 
and increased their test-ordering.  
 
One study of inner-city women in Connecticut found at follow-up that there was 
no significant behaviour change in either the intervention or the control groups, 
and that past behaviour was a better predictor of behaviour change than was 
counselling, testing and a negative test result (Ickovics, Morrill et al).   Very 
little behaviour change resulted from another (Massachusetts) inner-city study 
(Quirk, Godkin, Schwenzfeier) where the follow-up return rate was rather low 
even though short (1 month).  The only favourable finding here was that the 
most sexually active subgroup, irrespective of type of intervention (peer-
delivered or provider-delivered) was found to decrease their level of risky 
activity, and to find it easier to discuss sexual behaviour with their partners.  
Knowledge was found to increase in both groups, post-intervention, a result to 
be expected but proved to be inadequate alone to change actual behaviour.  The 
Quirk, Godkin et al (1993) study contained an implicit reference to the 
cognitive behavioural approach to behaviour modification. 
 
Sikkema, Kelly, Winett et al (2000) conducted a community-level intervention 
that measured condom use, knowledge and perceptions of risk for HIV.  This 
was a large-scale study of women in 18 housing developments in five cities and 
was based on the cognitive-behavioural approach.  The authors included 
elements from Bandura’s (1986) and Fishbein & Azjen’s (1975) theories of 
behaviour change. Their intervention produced reductions in HIV sexual risk 
behaviour across a number of outcome indicators. Firstly, a small but lowered 
rate of unprotected intercourse and higher use of condoms.  Stronger 
improvements were found in increased HIV risk knowledge, greater condom-
keeping, greater perceived personal risk, and more frequent discussion about 
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condoms with their male  partners. Its strength lay in the supportive community 
events and the involvement of the participants in the design of the workshops; 
also, most importantly, the intervention activities were organised and carried 
out by popular and well-liked women who lived in the developments.  
 
Shain and Piper et al (1999) adapted the AIDS Risk Reduction Model (Catania, 
Kegeles & Coates 1990), which builds on several psychological and social 
theories (Becker & Joseph 1988; Bandura 1977; Fishbein & Azjen 1975), to 
guide their overall research strategy.  They used a concrete outcome variable 
(rates of subsequent chlamydial or gonnorrheal infection) in their RCT of a 
behavioural intervention with minority women recruited in health clinics.  They 
found that rates were significantly lower in the intervention group than in the 
control group during the first 6 months, the second 6 months and over the whole 
12-month follow-up period (p=0.004).    
 
Valdiserri et al's (1989) randomised trial evaluated two risk-reduction 
interventions among homo- and bi-sexual men aged 19-73 in Pittsburgh.  This 
study used volunteers to the Aids Prevention Project, who presumably, 
therefore, were already motivated to modify their behaviour.  Knowledge of 
HIV/AIDS was high in both groups pre- and post-intervention, but the study 
confirmed once again that knowledge alone is not sufficient to change 
behaviour and that the group that practised behavioural skills in negotiating 
sexual behaviour, by means of role-playing, was more capable of and effective 
at choosing strategies to reduce personal risk (Prochaska, Redding, Harlow, 
Rossi, Velicer 1994).   
 
This approach to behaviour change has been proved to be one of the most 
effective (Kelly, Murphy, Sikkema & Kalichman 1993).  Kelly, St Lawrence, 
Hood and Brasfield's 1989 study in Mississippi, which also required that 
homosexual male subjects nominate themselves for inclusion, had a similar 
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finding to Valdiserri; that the acquisition of skills plus the support offered by 
participation in a group had a favourable effect on behaviour change.  Subjects 
were also required to keep self-monitoring forms over 4 weeks of the study, a 
technique that could be expected to contribute to an increase in the reporting of 
desired behaviour (whether actually followed or not). The follow-up period for 
this study was 8 months; long enough for some decline in motivation to have 
occurred. 
 
Kelly, Murphy, Washington et al (1994) proved the effectiveness of their 
HIV/AIDS intervention, also based on cognitive-behavioural skills training 
principles, in a study of high-risk inner-city women in Wisconsin.  The group 
that received an intensive (four  90-minute sessions) HIV/AIDS education 
program, plus a one-month follow-up and a 3-month assessment, were found 
to have improved their sexual negotiating skills and increased their use of 
condoms.  It is thought that participation in group sessions contributed to the 
strength of the intervention, in part due to the peer group support available.  
However, the control group received similar education sessions on different 
health-related topics (nutrition, etc), so that it is not possible to test the type of 
intervention, only the content.  Other weaknesses in the study were: no data 
was given on the participation rate; interviewers were not blinded to the 
subjects’ group assignment, and the standard intention-to-treat protocol was 
not used (Wingood & DiClemente, 1996).  
 
Di Clemente and Wingood's San Francisco randomised controlled trial of young 
women recruited by community outreach gave further evidence for the 
effectiveness of an intervention when accompanied by group sessions 
reinforcing behavioural skills, especially in empowering women to negotiate for 
safer sex.  Their intervention was theoretically based on social cognitive theory 
(Bandura 1986) and the theory of gender and power (no reference given).  The 
follow-up period was a realistic three months; a later follow-up assessment 
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would show if there was any attrition, or not, of behaviour over time.  
 
Wenger, Linn, Epstein and Shapiro tested an educational intervention on Los 
Angeles STD clinic attendees, a group by their very attendance at heightened 
risk for HIV.  All patients received the same educational intervention, which 
comprised a pamphlet, a video, and counselling.  Half the group were 
randomised to receive a free HIV test, not a usual procedure at that clinic at that 
time (1988), and it was found that the test itself contributed more to the raising 
of awareness and increasing of risk reduction than the education component 
alone.  Whether this behaviour would persist for a longer period than the 
follow-up, given at 8 weeks, in the knowledge that the subjects were HIV 
negative, is a matter for consideration and one that the authors recognised as a 
likely outcome.   
 
O’Leary, Ambrose, Raffaelli et al also tested an intervention, utilising 
cognitive-behavioural techniques, with patients of STD clinics.  Seven clinics in 
three States were selected to take part, and 472 patients were randomised to 
intervention or control groups after a 90-minute interview.  The intervention 
was a 10-hour small-group informational and skill-building exercise; however, 
at follow-up both intervention and control patients displayed significant 
reductions in unprotected encounters and numbers of partners, and increases in 
condom use.  The authors attribute this to the motivational effects of the 
interview being stronger than the effects of the intervention. 
 
Wenger, Greenberg et al carried out a three-armed randomised controlled trial 
in a University Health Centre, consisting of a control, an educational 
intervention, and the intervention plus HIV test, with the finding that a negative 
HIV test had a strengthening effect on behaviour.  Control and education 
groups’ behaviour showed no significant change.  The free HIV test was carried 
out immediately after the educational session in the subjects randomised to this 
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group.  All other subjects were given a list of sites where free HIV tests could 
be obtained.  It is not theorised by the authors why the on-site HIV test had a 
stronger effect than the off-site HIV test available to all the participants.  We 
could surmise perhaps that this immediate positive reinforcement contributed to 
the effect.  The authors acknowledged the difficulty in changing sexual 
behaviour. 
 
Solomon & DeJong's 1986 study trialed a four-pronged educational 
intervention with two groups of STD clinic attendees in Boston, 
predominantly male (80%) and predominantly Black (80%).  While the 
intervention groups in both Group 1 and Group 2 received the same 
educational intervention (a condom-promotion video) treatment of control 
groups varied in that one (Group 1C) received standard practice (no extras) 
and the other control (Group 2C) was given coupons for free condoms (as was 
Intervention Group 2).  This complicates the results, as the groups cannot be 
measured against each other, only against standard practice (Group 1C); 
whether the results achieved were due to the video, the free condoms or purely 
the extra attention provided at the visit is, therefore, impossible to say.  The 
free condom coupons were very popular, being discreet and easy to redeem 
because the location was right next door to the clinic.  It was also found that 
the intervention was most effective with the less educated and with migrants.  
This may have been partly due to the easy accessibility of the intervention by 
the use of a medium (video), which requires less education than printed 
material, and also because of its use of culturally appropriate actors and 
behaviour.  
 
A study that showed very minor behaviour change over a longer follow-up 
period (12 months) was conducted by McCusker, Stoddard, Zapka, and Lewis 
(1993).  They studied Massachusetts drug users in short-term treatment, 
delivering three different interventions.  The ‘enhanced’ intervention was based 
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on social-cognitive and relapse prevention theories.  While drug use decreased 
markedly, as one would hope and expect, it was found, as in Ickovics' study, 
that risky behaviour at baseline was the strongest indicator of this behaviour 
continuing, irrespective of which intervention the patients received.  The lower-
risk subjects were also the ones who more often reduced their risk for HIV.  
This may tell us more about the qualities of risk-taking individuals than about 
the aptness of the intervention, as psychological distress is related to both 
sexual-risk acts and substance abuse (Rotherham-Borus, Mahler & Rosario, 
1995).  (See also Duryea E and Okwumabua J, quoted in Ostrow, identifying 
some individuals as habitual risk-takers, and Zuckerman 1964).  Darke, Ross, 
Cohen, Hando & Hall (1995) refer to sexual risk-taking and needle-sharing 
associated with the injecting use of amphetamine, a more social drug than 
heroin, usually used with other people and in conjunction with other drugs, and 
more widespread in occasional use (8% of the Australian population having 
used amphetamines as opposed to 1-2% having used heroin).  We are not told 
whether McCusker's patients were in the drug detoxification program as 
volunteers or under compulsion, which also raises points concerning motivation 
and attitude.  No other studies within our criteria specifically mentioned alcohol 
or other recreational drugs, the use of which in conjunction with sex is thought 
by some to weaken the participants' intentions to use condoms or to practise 
safe sex, while others have found that the use of the above is sometimes used as 
an excuse rather than an actual cause (Drake, Ross, Cohen et al 1995, Kall, 
Nilsonne 1995, Chetwynd, Chambers, Hughes 1993). 
 
Solomon and DeJong, Wenger, Linn, Epstein & Shapiro, Quirk, Godkin & 
Schwenzfeier, and Wenger, Greenberg et al used videotapes in conjunction with 
their educational interventions.  As mentioned above, the high accessibility of 
this medium to those with poor literacy skills makes it a much more appropriate 
tool for some members of the population.  Solomon and DeJong  had previously 
used videotapes as an intervention tool in studies of medication compliance and 
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return for tests of cure for gonorrhoea, with some success.  Healton and Messeri 
analysed these results as part of a meta-analysis in 1993 (Healton, Messeri 
1993) and found that the influence of video was most notable on knowledge and 
attitudes about STDs and condoms, in comparison to return rates for tests and 
medication compliance, but with its greatest impact on knowledge.  The subject 
matter as well as the novelty of the approach, therefore, may contribute to its 
impact. Whether the novelty would still hold true in 2001 is doubtful and with 
knowledge alone proved not to be adequate to reduce risky behaviour, the 
strength of this media intervention may now be somewhat diminished. 
 
Wenger, Greenberg et al used a videotape as part of a randomised trial of a 
multi-media intervention, combined with HIV testing, with volunteer College 
students who were interested in an HIV testing program.  Their findings report 
that the educational component had only minimal effect on behaviour, except in 
the group that had an HIV test immediately subsequent to the intervention 
(reported above).  They do not postulate why the test had such impact, as all 
other subjects in the study were also eligible for a free (off-site) HIV test.  The 
other Wenger study had similar results; no specific analysis was made of the 
videotape content as part of the intervention in either report.  Solomon & 
DeJong's videotape had a positive impact on knowledge and attitudes; this video 
was in the style of a soap opera, with the focus on the development of 
interpersonal and communication skills rather than the dissemination of facts, 
used a female protagonist from the same culture as the target group, and their 
customary vernacular.  An oral recall session reinforced what was learnt from 
the video.  Quirk, Godkin & Schwenzfeier  used a short Rap video as part of a 
peer-delivered intervention which was  primarily informational in content.  
Their results indicated an improvement in several areas of knowledge, attitudes 
and behaviour in both groups; the peer-delivered intervention group and the 
provider-delivered intervention group. 
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These studies demonstrated that a video is of most effect when it is culturally 
sensitive, uses real-life people and situations, concentrates on behaviour and 
attitudes as well as information, and is accompanied by or followed with 
discussion and recall of the depicted events.  In addition, the video may be more 
attractive to and therefore effective with cultural subgroups who find little to 
relate to in the average health information material available.  But in turn, the 
effective use of video is limited to those projects that have the resources of time, 
money and personnel for intensive educational interventions as well as the acute 
need for them. 
 
Discussion 
 
This literature review was undertaken with the purpose of determining what is 
effective in changing sexual risk behaviour.  Limitations of the review are that 
only one database was searched (MEDLINE).  Journals that are not indexed in 
MEDLINE would, therefore, have been missed. In addition, the strict inclusion 
criteria for further selection may have excluded some useful articles.  
 
All of the studies included in the table (see Table 3.1) had some less than ideal 
component restricting generaliseability; most recruited modest sample sizes  
(200 or so), two enrolled only motivated volunteers, one used a group of drug 
detoxification clients, not stated whether they were volunteers or conscripts, and 
some described only a short follow-up period (Belllingham & Gillies, two 
weeks; Quirk, Godkin et al, one month).  However, they were all aimed where 
they were most needed; i.e. in high-risk populations, and they provide valuable 
evidence on which to build other successful interventions.  It is potentially more 
useful to discover an intervention that works, and is demonstrated to work, on 
young people, whether in a ‘high risk’ group or not.   
 
In order to assess the effect of an intervention, it must be measured; the 
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strongest design to measure the effect of an intervention is the randomised 
controlled trial.  Some settings lend themselves easily to this design, for 
example, the clinic or other treatment setting, while others do not (mass media 
or community education programs).  This systematic review shows that 
interventions were tested in many settings; geographical districts, housing  
developments, sexual health or GUM clinics, university clinics, family health 
centres, and drug treatment clinics.  Methods used in the interventions included 
brief or intensive counselling sessions, role-playing, group sessions, the 
provision of free HIV tests, the provision of free condoms, specially tailored 
videotapes, and written materials.  It was found that interventions that involved 
peer support and role playing were effective in producing measurable behaviour 
change.  
 
Many health education interventions, including those aimed at preventing 
HIV/AIDS, have rested on theoretical models proposing a direct relationship 
between knowledge, attitude, and behaviour.  Most of the interventions 
reviewed in this chapter have been informed in some way by existing social and 
psychological theories of behaviour change.  However, only 12 of the 22 
programs contained explicit references to the relevant theory in their design 
(Bellingham & Gillies 1993; Stoddard, Zapka & Lewis 1993; Baker, Heather, 
Wodak, Dixon et al 1993; Kelly, Murphy, Washington, Wilson et al 1994; 
DiClemente & Wingood 1995; Boyer, Barret, Peterman & Bolan 1997; 
McCusker, Rotheram-Borus, Gwadz, Fernandez & Srinivasan 1998; O’Leary, 
Ambrose, Raffaelli, Maibach et al 1998; James, Gillies & Bignell 1998; 
Branson, Peterman, Cannon, Ransom et al 1998; Shain, Piper, Newton, Purdue 
et al 1999, and Sikkema, Kelly & Winett 2000).  Three studies (Valdiserri et al 
1989; Sikkema, Winett & Lombard 1995; and Wenger, Greenberg, Hilborne et 
al 1992) held implicit references to underlying theories, but the other six 
contained no such references.   
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It is vital, too, that the impact of the intervention be measured by an appropriate 
pre- and post-test design, preferably with the use of a control group against 
which to measure changes, and to reduce the chance of random error.   
 
These studies have been compared with respect to the relative impact of the 
various intervention strategies employed on the outcome measures.  Effects of 
the interventions described vary from none to considerable, and it is thought 
that the type of intervention (from didactic, provider-delivered through peer-
delivered to patient-centred behaviour modification & role modelling) has a 
significant effect on its effectiveness.  It is said that people will remember and 
be able to transfer to real life situations approximately: 10% of what they read; 
20% of what they hear; 30% of what they see; 50% of what they hear and see; 
70% of what they say or write; and 90% of what they say as they do a thing 
(Taylor & Lourea 1992).  This maybe is why those people who participated in 
discussion groups, and especially those who undertook role plays as part of the 
designed intervention, were the most successful at implementing their changed 
behaviour.   
 
The integration of stages and processes of change can serve as an important 
guide to designing interventions targeted either to individuals or to entire 
communities.  The 10 most consistently replicated processes of change include: 
consciousness raising, dramatic relief, self-re-evaluation, environmental re-
evaluation, self-liberation, helping relationships, stimulus control, counter-
conditioning, reinforcement management, and social liberation (Prochaska, 
DiClemente, Norcross 1992).  Deeply entrenched behaviour is the hardest to 
change (Rosenstock, in Health Behavior & Health Education), which may 
account in part for the limited success of some of these programs. 
 
In this context, the Transtheoretical Model of behaviour change was chosen as 
the underlying precept for the candidate’s randomised controlled trial (see 
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Chapter Five).  The Transtheoretical model of behaviour change recognises that 
change is a long-term process; it allows for relapses, recognises they will occur, 
and does not impart a sense of failure to the individual.   Because the designed 
intervention was to take place at a personal level and in a confidential 
environment, it was important that risk behaviour was not to be assumed or 
implied by the general practitioner; instead the GP was to ask the patient for 
their perception of their own personal risk for various conditions.  The 
intervention was therefore partly tailored to the patient, did not overload the 
patient with possibly irrelevant advice, and, based on the Transtheoretical 
Model, attempted to establish the patient’s stage of change (or if change was 
even necessary).  The intervention will be fully explained in Chapter Five.  
 
Conclusion 
  
Interventions that are based soundly on educational theory appear to be the most 
effective.  While intensive and repeated sessions may be needed to have an 
effect on people with extremely risky behaviour (injecting drug users, homeless 
people, runaway youth, prison detainees), minimal interventions may be 
sufficient for low-risk behaviour.  Young people because of their age and stage 
of life are, in the general population, the most at risk of sexually transmitted 
diseases, including HIV.  Resources were sought for a minimal intervention to 
be carried out in general practice, targetted to people aged between 18 and 25 
years.   
 
A comprehensive audit of printed material was next conducted by the candidate 
to obtain items for a package to supplement the personalised intervention that 
would be delivered by general practitioners.  The next chapter will describe this 
audit. 
 CHAPTER FOUR 
 
 
An audit of the content, format and quality of HIV/AIDS and STD information 
brochures available in NSW  
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Introduction 
 
Print materials were first recorded as being used in public health education in 
seventeenth century London, when outbreaks of pneumonic and bubonic 
plague caused a public health crisis (Greenberg 1997).  The City of London 
printed bills of mortality; new books about plague prevention and cure were 
published, and older works were reprinted.  Print material is now used widely 
in public health education as an important and useful medium for providing 
health information to both patients and the general public (Newell, Girgis, 
Sanson-Fisher 1995; King 1997; Guidry & Fagan 1997; Paul, Redman, 
Sanson-Fisher 1997).  
 
Posters can raise awareness, but material produced to provide information 
about transmission and prevention of diseases comes most frequently in the 
form of pamphlets.  Using pamphlets to convey health information has a 
number of advantage: they are relatively cheap to produce, can be left where 
they are liable to attract the attention of the target audience, and can save 
people the embarrassment of asking questions of health professionals, 
especially when the appropriate questions are not known, and therefore cannot 
be asked (Ormrod & Robinson, 1994).  Health education literature is found in 
abundance in general practitioners’ waiting rooms, clinic waiting rooms and in 
medical centres, so that patients can read material relevant to their interest or 
condition.  Pamphlets and booklets play an important part in supplementing 
verbal information and advice on health promotion and disease prevention and 
may be given directly to patients by the health professional (King 1997).   
 
GPs are well placed to distribute written material.  For instance, 97% of GPs 
in a random sample of 688 Danish general practitioners used health education 
material in consultations, most often about diet/overweight, allergy and 
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pregnancy, while posters in the waiting rooms mainly dealt with vaccination, 
alcohol and smoking (Danish Health Education Study Group 1994). 
 
Health status 
Poor health and lack of preventive care are associated with low levels of 
education and low socio-economic status.  The most poorly educated adults 
suffer the highest rates of morbidity and mortality in the USA (Plimpton & 
Root 1994, Steiner, Shields, Noble & Bayer 1994), while in Australia, those of 
low socio-economic status are most likely to suffer disability, to have serious 
chronic illness, to have suffered recent illnesses, and to self-report being in 
fair or poor health (Enough to make you sick. National Health Strategy 
Research Paper No 1, 1992; Bodsworth, Field et al 1994; Turrel, Oldenburg, 
McGuffog, Dent 1999).   In adulthood, a greater range of disorders are related 
to education levels; univariate analysis of the data in the Australian National 
Health Strategy Research Paper (1992) indicated that relatively poorly 
educated men were 23% more likely to have serious chronic illness and 90% 
more likely to perceive their health as poor, and relatively poorly educated 
women were 15% more likely to have serious chronic illness and 101% more 
likely to perceive their health as poor. The less well educated also suffered in 
greater proportions from arthritis, hypertension, bronchitis/emphysema and 
ulcers.   
 
Research to date suggests that a considerable gap exists between the 
readability of existing health education materials and the reading level of the 
general population (Boyd & Citro 1983, Davis, Crouch, Wills, Miller & 
Abdehou l990, Michielutte, Bahnson, Beal 1990, Jackson, Davis, Bairnsfather, 
George, Crouch, Gault 1992, Smith, Gooding, Brown & Frew 1998).  Patients 
have a wide range of reading skills, and therefore reading material should be 
designed with the object of reaching as many of the desired target population 
as possible.  A project conducted in Maine by Plimpton and Root (1994) 
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trained health education professionals, with the assistance of educators, to 
produce easy-to-read health materials, and they created dozens of low-cost 
pamphlets on the nation’s Year 2000 health objectives.  During the field 
testing of the materials so produced, it was found that while half of the 
patients needed easy-to-read materials (one third of the patients tested in their 
study read below 9th Grade level, and a further 20% read only slightly better), 
the other half who did not need easy-to-read material still preferred this 
material as it had high visual appeal (Plimpton, Root 1994).  
 
Reading is a complex activity that involves interaction between an array of 
reader and reading-material variables.  Patient education variables include the 
effects of illness-related stress, perceived threat, and the reader’s motivation, 
physical and mental energy, visual acuity, length of formal education and 
ability to read the language in which the information is written (Owens, 
Johnson, Frost, Porter, O’Hare 1993).  Although reading level is a crucial 
component of effective literature, the design, layout, type size, illustrations 
and the use of questions as part of the message all contribute to the appeal of 
the material, while also making it more accessible.  Michielutte et al (1992) 
emphasise that illustrations and the use of a narrative text style can improve 
the readability of text.  As Alice observed of her older sister's reading 
material; "What is the use of a book without pictures or conversations?"  
(Michielutte, Bahnson, Dignan, Schroeder 1992, Flesch 1948, Lewis Carroll, 
1865). 
 
Reading competence in Australia 
 
1994 figures showed that 40% of Australians aged 15-69 have post-school 
qualifications; 11% have a University degree or higher, but 38% did not 
complete the highest level of secondary school (HSC or equivalent) 
(Australian Social Trends, 1995).  If years of education are used as a criterion 
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for reading ability, this means that at least 38% read at 10th Grade level or 
lower.  Also, a significant proportion of the population is composed of 
migrants from Non-English-Speaking countries.  45% of the residents of the 
area covered by Central Sydney Area Health Service were born overseas, 34% 
in Non-English-Speaking countries (Rissel, Winchester, Hodge, Puech, Gupta 
& Ward,  Health outcome indicators for Central Sydney 1996). 
 
Approximately 2.6 million Australians (19%) have very poor literacy skills 
and can be expected to experience considerable difficulties in using many 
printed materials encountered in daily life (Aspects of Literacy; Assessed Skill 
Levels, Australia 1996).  Therefore it is expected that they are also unable to 
read or comprehend health education literature designed for the general 
public.  For example, among a recent sample of 399 women attending 
Emergency Departments in 1995 for primary health care who were asked to 
participate in a self-administered survey were four (1%) who could not take 
part because they said they could not read or write (Ward & Proude, 1999). 
 
Aims 
 
The aims of the study described in this chapter were: 
to ascertain the range of pamphlets available to the general public on sexually 
transmitted diseases and their prevention, and information about drug use and 
abuse; 
to measure the readability score of each pamphlet, using the Flesch 
Readability Formula; 
to examine the use of colour, typefaces and illustrations in these pamphlets;  
to examine the relevance of the information to the project for which it was 
intended (the randomised controlled trial for 18-25-year-old men and women 
attending general practitioners, described fully in Chapter 5);  and  
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to choose material for inclusion in the ‘safe sex’ package as part of that 
randomised controlled trial.  
 
Method 
 
The candidate collected materials from one Health Centre, two hospital clinic 
waiting rooms and two Student Union information desks in the Central 
Sydney area, in 1996.  The AIDS Council of New South Wales (ACON) and  
the Centre for Education and Information on Drugs and Alcohol in New South 
Wales (CEIDA) were contacted by telephone and asked for the pamphlets they 
commonly used on the subjects of HIV/AIDS, safe sex, sexually transmitted 
diseases, and drugs.  The candidate also approached the HIV/AIDS 
coordinator in the Central Sydney Area Health Service with the same request.  
Upon receipt, the pamphlets were entered into a database, recording name of 
pamphlet, year of publication, publishing authority, colour(s), use of 
illustrations, and the readability score, when calculated.   
 
Elements assessed in the audit 
 
Date of publication was recorded, where given.  Absence of a 
publication date can cast doubt on the relevance of the material. 
 
The publishing authority can influence the focus of the material; for 
instance, a drug company may have different aims to a State Health 
Department. 
 
The presence or absence of illustrations can contribute to visual 
appeal.  However, no formula can be applied to such a subjective 
element. 
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Legibility was measured by the use of a simple typeface (at least 10 
point in size), and the use of appealing but not confusing colour. 
 
Readability scores are well known in general education and have been in use 
since the 1940’s  (Flesch 1948).  They have also been used to assess a range of 
health related material (Murphy, Gamble, Sharpe 1994).  For example, the 
Flesch Kincaid (Flesch 1951) the Gunning Fog Index (Gunning 1974) and the 
SMOG Index (McLaughlin 1969) indicate the approximate level of schooling 
from USA Grade 4 to Grade 18 needed to understand the material.   However, 
many people who have attained Grade 10 level of education are unable to 
completely comprehend material that is written to that level (Mullins 1989).  
Educational attainment, therefore, is an imperfect measure, as Wells, 
Ruscavage, Parker, McArthur, 1994's survey in Family Planning Clinics also 
found.  The grade levels attained by their patients and their reading levels 
were not necessarily the same; the lower educated tended to regress, while the 
High School diplomates and those still enrolled in school or College held their 
reading level (Wells, Ruscavage, Parker, McArthur 1994).  Moreover, it is 
difficult to guess what grade any adult commonly reads at, regardless of their 
educational level (once) attained, as their reading ability may be below the 
level of the last grade completed (Jackson, Davis, Bairnsfather, George et al 
1991).  
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For this reason, the readability of the pamphlets collected for this study was 
graded according to Flesch formula A, which gives a score from 0 -100 that 
can plausibly be interpreted into a percentage of the population who would be 
expected to understand a particular passage.  Scores in the range of 60-70 are 
considered to indicate plain English (see Table 4.1).  Flesch’s original 
statistical formula (1943) was based on a count of three language elements: 
average sentence length in words, number of affixes, and number of references 
to people.  He re-examined and further refined it into two formulas in 1948; 
Reading Ease (Formula A), which measures the difficulty of the material 
according to the number of words in the sentences and the number of syllables 
in the words, and a more complex formula, Human Interest (Formula B) which 
takes into account not only the difficulty of the material, but the number of 
personal words used, i.e. personal pronouns.  The use of the active rather than 
the passive voice can also increase the interest level (Flesch 1948).  Reading 
Ease (Formula A) was chosen to test the material because it produces a score 
which can not only be more easily applied, but also generalised to an unknown 
audience.  
 
A Flesch score falling between 71 and 80 can be interpreted to indicate that 
80% of the population would understand the passage, based on IQ measures; 
for example, if 80% of the population has an IQ over 87, then they could 
plausibly understand material with a score of between 71 and 80.  Using this 
measure, material with a score between 61 and 70 could be understood by 
75%, material that scored between 51 to 60, by 40%, material that scored 
between 31 and 50, by 24% and material scored from 0 to 30, by 4.5%  
(Bowman & Sanson-Fisher, unpublished). 
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Table 4.1  Guide to interpreting Flesch ‘Reading Ease’ scores  
 
Flesch Reading 
Ease Score 
Description 
of style 
Typical publication Syllables per 
100 words 
Average 
sentence 
length in 
words 
0 – 30 
 
Very difficult Scientific journal 192< 29< 
30 – 50 
 
Difficult Academic  167 25 
50 – 60 Fairly 
difficult 
Quality 
‘The New Yorker’ 
155 21 
60 – 70 Standard Digests 
‘Readers Digest’ 
147 17 
70 – 80 Fairly easy Slick fiction 
Cookbooks 
139 14 
80 – 90 Easy 
 
Pulp fiction 131 11 
90 – 100 
 
Very Easy Comics <123 <8 
 
Source: Flesch, 1948 
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Results 
 
Excluding duplicates, 47 pamphlets were collected.  They are listed in 
descending order of reading difficulty in Table 4.2.   The easiest to read, 
therefore, appear last on the list. 
 
The headings of Title, Year of publication (where stated), Source of 
publication, Colour (Font), Pictures, and Flesch readability score are used.  
Background colour is given first, followed by print colour and graphics 
colours.  Typefaces were commonly mixed, but the most predominant size is 
given.   
 
Most of the pamphlets were intended for the general public, with the exception 
of number 35, Avoid Hangovers- Stay Drunk, produced by the University of 
Sydney Union's CONTACT Information and Referral Service and found only 
at the Student Union, and number 4, an Australian National Council on AIDS 
(ANCA) Bulletin on AIDS. 
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Table 4.2   Pamphlet description 
NO TITLE YEAR SOURCE COLOUR  Font 
size 
Picture
s  
FLESCH 
SCORE 
1 HIV/AIDS services in 
CSAHS 
not 
stated
CSAHS White/green 10 Yes N/A 
2 Livingstone Rd Clinic n.s. CSAHS Lavender/green Large Map N/A 
3 AIDS- facts about AIDS 1990 DCS&H White/blue 10 No 37.15 
4 Care of a person with 
AIDS at home 
1993 CDHS &H White/blue 9 Yes 38.7 
5 Hepatitis B...facts for all 
ages 
1995 Aust 
Gastro Inst
White/black/ 
green 
9 Yes 39.94 
6 Does your birth control 
protect you against 
HIV? 
1993 ACON White/dayglo 
orange/ turquoise 
14 Yes 40.27 
7 Safe sex and HIV/AIDS 1996 ACON Green/white/ 
black 
10 No 40.4 
8 7. Heroin 1995 CEIDA White/black/blue 11 Yes 41 
9 Hepatitis C-10 questions 
and answers 
1994 CEIDA White/blue/red 12 Yes 41.33 
10 Hepatitis C 1993 NSW 
Health 
Green/black 14 No 42.28 
11 Drugs are everybody's 
problem 
1995 CEIDA White/black/ 
colours 
14 Yes 43.98 
12 Heroin 1989 CEIDA White/black/blue 11 Yes 44.4 
13 Women and AIDS 1991 DCS&H White/purple/ 
Green 
9 Yes 44.8 
14 So when do we stop 
using condoms? 
n.s. ACON White/blue/pink 
 
10 Photos 45 
15 2. Tobacco 1992 CEIDA White/black/ 
green 
11 Yes 45.28 
16 5. Minor tranquillisers 1994 CEIDA White/black/ 
lavender 
11 Yes 45.75 
17 AIDS n.s. NSW 
Health 
Grey/green/ 
purple 
9 No 46 
18 AIDS..a world traveller n.s. CDHHCS White/black/blue 9 Photos 46.7 
19 6. MDMA 1996 CEIDA White/black/dark 
red  
12 Yes 46.98 
20 Everything you wanted 
to know about STDs 
n.s. NSW 
Health 
White/blue/green varie
d 
No 47.1 
21 3. Amphetamines 1995 CEIDA White/black/red 12 Yes 47.15 
22 11. Hallucinogens 1995 CEIDA White/black/ 
Orange  
11 Yes 47.66 
23 Women & minor 
tranquillisers 
1996 CEIDA Multicolours 14 Yes 48.44 
24 8. Cannabis 1994 CEIDA White/black/ 
green 
11 Yes 49.29 
25 Women & alcohol 1993 CEIDA Multicolours 12 Yes 50.1 
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NO TITLE YEAR SOURCE COLOUR  Font 
size 
Picture
s  
FLESCH 
SCORE 
26 Pregnancy & Drugs 1995 CEIDA Multicolours varie
d 
Yes 50.44 
27 STDs and their 
prevention 
n.s. NSW 
Health 
White/blue 
 
12 Yes 50.9 
28 Sexual health awareness n.s. RACGP Yellow/green 
 
11 Yes 51.6 
29 Help Stop AIDS 
 (high literacy) 
n.s. NSW 
Health 
Yellow/green 
 
11 No 54.69 
30 Sex can be safe if... n.s. ACON Yellow/Multicol 10 Yes 54.79 
31 Is your sex life putting 
you at risk? 
n.s. Smith 
Kline 
Orange/blue 12 Yes 54.9 
32 AIDS information for 
women 
1991 DCS&H White/purple/ 
green  
9 Photos 55.71 
33 4. Cocaine 1996 CEIDA White/black/blue 10 Yes 56.53 
34 Women and HIV/AIDS n.s. NSW 
Health 
White/blue 
 
14 Yes 56.7 
35 Avoid hangovers...stay 
drunk 
1995 SU Union White/black/red 
 
14 No 57.41 
36 1. Caffeine 1994 CEIDA White/black/beige 10 Yes 57.79 
37 Hepatitis B n.s. Smith 
Kline 
Beecham 
Multicolours 
 
12 No 59.28 
38 AIDS Prevention is 
everybody's 
responsibility 
1993 DHH&CS White/red/purple 
 
12 No 59.82 
39 Do you think your 
partner could be having 
sex with men? 
n.s. ACON White/blue 
 
12 Yes 62.8 
40 9. Alcohol 1995 CEIDA White/black/tan 10 Yes 62.96 
41 ACON- services at our 
Sydney office 
1996 ACON Green/black 
 
12 No 65.13 
42 Everything you wanted 
to know about condoms 
1987 NACAIDS Black/white 
 
12 Photos 66.7 
43 Help Stop AIDS 
 (low literacy) 
n.s. NSW 
Health 
Black/pink 
 
 No 66.93 
44 Alcohol 1995 CEIDA White/black/pink 10 Yes 67.78 
45 Safe Sex Guide n.s. Girlfriend White/black 
 
8 Photos 69.3 
46 Condoms fun sex n.s. NSW 
Health 
White/red/purple 
 
14 Yes 75.6 
47 That feeling...and how 
to stop HIV 
n.s. CDHS &H Black/white/ 
colour photos   
12 Photos 75.6 
(n.s.= not stated) 
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Surprisingly, 18 pamphlets of the 47 were not dated (38%).  Sixteen used a 
font size of 10 or smaller.  In addition, one low literacy item (number 43), 
although in a large font, was printed in such bright colours it was very difficult 
to read. 
 
The median Flesch readability score for the collected resources was 50.1   
Of 47 items scored, nine came in the low literacy category (61-80).  These 
were:  
 
#43 Help Stop AIDS (low literacy) 
#46  Condoms Fun Sex  
#47  That feeling- and how to stop HIV (aimed at gay men)  
#41 ACON-services at our Sydney office  
#39 Do you think your partner could be having sex with men?  (for 
women)  
#42 Everything you wanted to know about condoms  
#45 Safe Sex Guide  
#44 Alcohol (CEIDA) 
#40 Alcohol (no.9 in a CEIDA series of pamphlets)   
 
14 scored between 50 and 60 (medium range), two could not be usefully 
assessed because they were lists of services, addresses and a map, and the 
remaining 22 scored between 37 and 49.  These included the ANCA Bulletin 
No 41, Care of a person with AIDS at home, which scored at 38.7 but, as this 
is clearly destined for the carer who needs quite detailed information, it 
appeared appropriate for its audience.   
 
The Help Stop AIDS (NSW Department of Health) pamphlets are written at 
appropriate reading levels for their target groups.  Number 43, the low literacy 
model (66.93, assessed to be understood by 75% of the population) contains 
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very basic information, and gives the number for the AIDS information line as 
well as the addresses and phone numbers of clinics.  It, however, lacks 
pictures of any kind and is printed in highly visually distracting colours; black 
on cyclamen pink and the reverse, which, while eye-catching, is difficult to 
look at long enough to read it.  In addition, the black paper both absorbs and 
produces fingermarks. No.29,  the high literacy model (54.69, assessed to be 
understood by 40% of the population) is easier to focus on as it is printed in 
green on pale yellow, but it also has no illustrations. It uses question and 
answer format, and the content is sufficient to cover the basic facts.  The 
AIDS information phone line is not given but several Sydney clinic addresses 
are.  Because the covers of these two pamphlets are identical apart from 
colour, it is not at first apparent that the contents are different.  No 6,  Does 
your birth control protect you against HIV/AIDS and other STDs? is also 
difficult to look at for long, as Day-Glo orange competes for attention with 
blue print. 
 
Number 38, AIDS prevention is everybody's responsibility (DHH&CS) is an 
attractive and clearly written pamphlet.  Eye-catching red and violet are used 
to background subheadings, but again there are no illustrations save for three 
mannequins on the cover.  The reading level is quite high at 59.82.  However, 
the layout is confusing; for example there is a list of things you cannot catch 
the virus from, but the way it is set out does not make it quite clear whether 
these are at-risk or non-risk activities.  Anyone seeing the headline "Is the 
AIDS virus very infectious?" then going straight to the list and overlooking 
the following sentence in much smaller font -"there is no medical evidence 
that you can catch the virus from-" could get the opposite meaning to that 
which is intended.  Larger lettering or a simpler heading would clarify this.  
There are lots of toll-free help lines listed, and this brochure is also available 
in many community languages.  
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One of the most comprehensive, discreet (folded up in concertina style) and 
attractive (black printing on white or light green) is ACON's Safe sex and 
HIV/AIDS (No 7).  It gives a clear list of safe sex activities.  The reading level 
is difficult (40), and there are no illustrations, but this is a good source of 
detailed safe sex information. 
 
Other comprehensive products (both now unavailable) are No. 45, the 
Girlfriend Safe Sex Guide, and No 27, Sexually Transmitted Diseases and 
their Prevention, republished by the NSW Department of Health from CLEO 
magazine and written in consultation with the Sydney Sexual Health Centre.  
The Girlfriend guide is slightly more accessible in terms of readability, and 
photos of attractive young people make it appealing to its intended audience.  
Methods of contraception, and sexually transmitted diseases outlining 
symptoms, risk, implication and treatment are all described.  CLEO's booklet 
also outlines all the STDs, their causes, symptoms, diagnosis and treatment, 
and describes safe sex.  Neither heterosexual nor homosexual orientation is 
emphasised or implied.  Number 32, AIDS information for women, is an 
attractive booklet packed with information in rather small print.  It could be 
improved by the use of shorter sentences; 40-word sentences being common, 
but the use of photos make the material attractive and relevant to the reader. 
 
The CEIDA series of publications on various drugs is attractive, clear and 
informative, although the font averages 10 point.  The CEIDA series all score 
between 45 and 63, around the average IQ mark, with the pamphlets on 
alcohol scoring lower than those on other drugs.  These pamphlets are found at 
the University Union desks, but were not commonly found in general 
practices. 
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Discussion      
 
It is generally accepted that the active dissemination of knowledge is one 
phase of any prevention program (Newman, Martin, Farrell, Duryea, 1983).  
For an educational message to be effective, an individual must attend to the 
message, comprehend its contents and accept the basic contents of the 
message. They can vary in terms of source characteristics (the attractiveness 
of the source, the age of the source, the expertise of the source, the gender of 
the source), message structure (speed of delivery, the use of figurative 
language, the use of implicit versus explicit conclusions, ignoring or dealing 
with opposing arguments, the ordering of arguments within a message) 
channel media (radio, television, pamphlets, videos) and who the audience is 
(they may vary in gender, education, intelligence, personality) (Jaccard & 
Wilson in Wasserheit, Aral & Holmes, 1991). 
 
The Health Belief Model and the Theory of Reasoned Action (Terry, Gallois 
& McCamish, 1993) both consider the provision of information as the first 
step towards changing beliefs and affecting future behaviour change.  
However, it is not sufficient on its own (Paul & Redman, unpublished 
observations).  Sumner (1991) found that distribution of printed material, even 
though it was designed specifically for 81 new patients and pitched at their 
self-reported educational level, was not sufficient to increase the number of 
requests for flexible sigmoidoscopy, diphtheria-tetanus boosters or cholesterol 
screens.  The patients who received brochures were no more likely to 
undertake screening than were the 213 control patients (Sumner 1991).  
 
However, a more effective use of material is that it be given directly to the 
patient in a tailored intervention.  Illness and stress decrease both attention 
span and comprehension, while it is known that patients recall only a 
proportion of each consultation (King 1997), so that supply of appropriate 
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reading material along with a consultation provides reinforcement for the 
supplier and additional information for the receiver to digest at leisure.  It can 
also be kept for ready reference (Michielutte, Bahnson, Dignan, Schroeder 
1992). 
 
Positive relationships have been found between patient satisfaction and the 
provision of information (DiMatteo & DiNicola 1982, in King; Stewart et al 
1993).  When it is aimed at people with a specific health condition, it can be 
even more effective. Sixty-two patients with an abnormal Pap smear received 
an especially designed six-page educational brochure (rated at Grade 6 reading 
level) mailed out with the reminder card about an appointment for colposcopy 
(Stewart, Lickrish, Sierra, Parkin 1993).  These patients were significantly 
better informed, but more importantly, showed a reduction in general 
psychological distress (psychoticism and depression subscales) when 
measured on the Brief Symptom Inventory than a control group of 63 who 
received a standard hospital letter.  The writers suggest that educational 
brochures should be written clearly and simply, with a realistic but reassuring 
message emphasising the essential points, while accessible style, type and 
readability are vital.  The provision of material in enhancing follow-up 
compliance had yet to be demonstrated, but the evidence already showed that 
awareness of the importance of follow-up was high in the intervention group 
(Stewart, Lickrish, Sierra, Parkin 1993). 
 
The effects of two distribution strategies for written materials were 
investigated in two semirural communities in Australia.  Materials were either 
presented to patients by their general practitioner or sent through the mail in a 
personally addressed envelope, and structured interviews were conducted with 
consenting individuals two weeks after their receipt.  Of those who received 
the mailed material, 77% recalled receiving it, 75% reported keeping the 
booklet and 67% reported reading it.  Of those who received the booklet 
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directly from the general practitioner, 91% recalled receiving it, 93% recalled 
keeping it and 56% reported reading it (Newell, Girgis, Sanson-Fisher 1995).  
Further, an intervention following a theoretical health behaviour change model 
was no more effective than a simple behavioural device (Byles, Redman, 
Sanson-Fisher & Boyle 1995). 
 
It is beyond the scope of this chapter to analyse the colour and design of every 
pamphlet to a formula, if one had existed.  A lengthy checklist of content and 
design characteristics was subsequently developed by Paul, Redman, and 
Sanson-Fisher in 1997, and extensively tested.  In testing pamphlets with 
various groups, they found that both their expert panel and their target group 
of patients consistently ranked and rated the pamphlet with the ‘design’ only 
characteristics more highly than the pamphlet with only the ‘content’ 
characteristics of the checklist (Paul, Redman, Sanson-Fisher 1997).  This 
adds to the evidence that colour and layout are of prime importance. 
 
Pamphlet size, graphic design, colour, and general layout all contribute to the 
attractiveness of printed material, attractiveness being even more important 
when the pamphlet is intended to be picked up and not being given directly to 
patients.  An A4 page folded into three is a size that is easily handled, fits into 
envelopes and display racks, and can fit into a handbag or pocket.  A5 
booklets are suitable where more information is to be dealt with, although the 
greater the number of pages, the less likely it is that the target audience, unless 
extremely motivated, will read all of it.  Another element to be considered in 
handling sensitive subjects is the wording on the cover page.   
 
Common faults that Plimpton & Root (1994) frequently encountered in health 
information materials include too many long words and complex sentences, 
technical language or jargon, core message not clear, desired behaviours not 
emphasised, solid print and no illustrations, print too small, cluttered pages, 
  110
information overload and uninviting tone.  Common design faults found over 
the entire range of pamphlets reviewed in this chapter were: very bright and 
visually challenging colours, no illustrations, very small print, faint print, 
detailed or messy design, and mixed graphics, styles and colours.   
 
The tone, the messages about desired behaviour and the information in the 
material examined for the randomised controlled trial (described fully in 
Chapter 5) had to meet chosen criteria: the tone needed to be informal, non-
threatening, and realistic; the messages about desirable behaviour to be non-
judgemental; and the information to be accurate.  As a mixture of material on 
different subjects was required for the intervention package, it was not 
possible to apply a single measure of content across the range.  
 
The audience for the intervention planned to take place in the randomised 
controlled trial (Chapter Five) could be assumed as homogeneous only in age 
and attendance at general practice.  Only one media was available; the printed 
message.  These restrictions combined to define the form of the intervention; it 
was to be assisted by the enclosure of practical aids and reinforced by the 
general practitioners’ advice, but the printed material needed to be carefully 
chosen. 
 
One of the limitations of this pamphlet review is that print was the only media 
that was explored.  In addition, no sampling frame was constructed because of 
the variety of subjects that needed to be covered.  Therefore, it was purely an 
ad hoc collection.  A possible limitation is that magazine articles, however 
popular, could not be included because of their lesser authority. However, by 
requesting material from well-known agencies, the candidate obtained 
examples of all the printed material on the specified subjects in current use.   
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From the pamphlets reviewed, the candidate chose three for inclusion in the 
Safe Sex package (number 7, Safe sex and HIV/AIDS, ACON; number 37, 
Hepatitis B, Smith, Kline, Beecham; and number 2, Livingstone Road Clinic; 
again, see Chapter 5).  None of the nine that scored in the low literacy range 
could be included, because five were aimed at specific target groups e.g. gay 
men, women, female partners of bisexual men, HIV positive people, or people 
with alcohol problems.  Other pamphlets that would have been ideal were 
excluded for various reasons: the ‘Safe Sex Guide’ was unfortunately out of 
print, and ‘Help Stop AIDS’, ‘Condoms Fun Sex’ and ‘Everything you wanted 
to know about condoms’ were not available in the quantity (500) required. 
 
Conclusion 
 
Clearly, there is a need for more comprehensible literature.  A booklet or 
series of pamphlets on STDs and HIV, aimed at the sexually active adult with 
no high school qualifications, would be of value to general practitioners, 
medical centres, Family Planning Clinics and their patients.  At present 
pamphlets on sexually transmitted diseases are customarily found at sexual 
health clinics and occasionally at university union information centres.  At the 
time of collecting the material discussed in this chapter (1996), NSW Health 
was about to design and produce new pamphlets.  Sexually transmissible 
diseases and their prevention, by NSW Health and another excellent one from 
ANCAHRD (The Keep it Simple K.I.S.S.S. Guide to Safe Sex) were finally 
available in 1998 but they both went out of print almost immediately, such 
was the demand for them. They were not available again until late 2000.                             
 
CHAPTER FIVE 
 
A randomised controlled trial of a GP-based counselling intervention to 
reduce HIV/STD risk behaviour 
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Introduction 
 
As described in Chapter One, reduction of morbidity due to sexually 
transmissible diseases is a recognised Australian national health goal 
(Nutbeam, Wise, Bauman, Harris & Leeder, 1993).  Specifically, young 
adults have been nominated amongst the priority groups for education and 
prevention programs, especially those who do not identify with target groups 
such as injecting drug users or sex workers (Partnerships in Practice, 
HIV/AIDS Strategy 1996-7 to 1998-9).   
 
As also described in Chapter One, there has been a shift in the route of 
infection, with a steady increase in the annual number of new HIV diagnoses 
attributed to heterosexual contact, from 4.2% in 1988-90 to 9.8% in 1993-4 
(in males), and 61% in 1988-90 to 78% in 1993-4 (females). This is in 
contrast to the decreasing trend in HIV transmission through sexual contact 
between men  (Feachem 1993-4, National HIV/AIDS Strategy 1996-7 to 
2000-01).  Again, in the NCEHCR report of 2000, data is given which shows 
a rise in AIDS cases acquired by heterosexual transmission from 4.9% in 
1990 and 24.4% in 1999, while the proportion acquired by male homosexual 
contact was 83.4% in 1991 and 63.7% in 1999 (NCEHCR 2000).    
 
Previous research has demonstrated a sufficiently high prevalence of risk 
behaviour among heterosexual patients visiting general practitioners in 
Central Sydney to consider general practice as a setting for preventive 
interventions to reduce risk.  In a study described in Chapter Two (Ward & 
Sanson-Fisher 1995), information about sexual practices was collected from 
1030 patients aged 18-50 years (94% consent rate).  One hundred and thirty-
three (21%) of females and 110 (28%) of males had been in nonmutually 
monogamous heterosexual relationships in the last 12 months.  Only one 
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quarter of these patients used condoms ‘always’ in penile-vaginal sex.  
Patients also indicated that an opportunistic approach to STD risk assessment 
and counselling by their GP would be acceptable.  However, identification of 
those at risk by general practitioners was suboptimal.  Specifically, GPs 
identified only half the men who had sex with men, and half the injecting 
drug users.  Sixty per cent of the patients (as above) who had nonmutually 
monogamous relationships in the previous 12 months were declared ‘not at 
risk’ for HIV by their GP.  
 
Physicians and other health care professionals have the opportunity during 
routine clinical encounters to enhance HIV awareness and encourage 
behavioural change.  US research suggests they are much less likely to ask 
about and discuss HIV risk than they are to talk about smoking or warn 
against excessive alcohol use (Stryker, Coates, DeCarlo et al 1995).  Once 
trained, however, health care providers are more likely than previously to 
deal with sexually transmitted diseases and their prevention. They are still 
unlikely to discuss injecting drug use as a means of HIV transmission unless 
they perceive the patient to be ‘at risk’ (Kerr, Valdiserri, Loft et al 1996).  
Findings from other studies support this observation (Quirk, Godkin & 
Schwenzfeier 1993; Voelker 1989).   
 
Justification of general practice as a setting for the trial 
 
In Australia, general practitioners are an accessible, community-based 
service.  Approximately 10% of the consultations reported by GPs 
participating in the BEACH (Bettering the Evaluation and Care of Health) 
study were with young adults aged 15-24 years (Britt, Sayer, Miller, Charles 
et al 1999).  Elsewhere, an average of 7% of consultations is reported 
nationally with patients in this age group (General Practice in Australia: 
1996).   
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Rosenthal and Smith (1994), among others (Abraham et al 1991; Wright et al 
1991; Dunne, Donald, Lucke, Nilsson et al 1993), report a discrepancy 
among adolescents aged 12-18 years between use of, and stated preference 
for, health professionals, especially doctors, as sources of information about 
STDs. 
 
However, the age group of 18-24 years is more likely than either older or 
younger cohorts to be at an experimental stage in their sexual career 
(Cochran & Peplau 1991; Seidman, Mosher & Aral 1992; Seal, Minichiello 
& Omodei 1997) and to have more than one sexual partner over a 12-month 
period (Bauman, McLellan, Rissel et al 1994).  
 
In New Zealand, the Dunedin Multidisciplinary Health and Development 
Study is a longitudinal study of the cohort that was born between 1 April 
1972 and 31 March 1973 at Queen Mary Hospital in Dunedin (Silva, 1990).  
At a routine day assessment (conducted every 2-3 years) in 1990-91 at the 
age of 18 years, 69% of 440 males and 86% of 421 females stated their 
preference for a GP as their predominant health care provider (Murdoch and 
Silva, 1996).  Furthermore, the majority (47% of men and 51% of women) of 
those who had actually required a consultation for an STD preferred to attend 
a GP instead of a sexual health clinic (Dickson, Paul, Herbison, McNoe, 
Silva, 1996).  
 
Visits made to a general practitioner provide an opportunity for GP-initiated 
health promotion counselling.  GP-based interventions, therefore, could be a 
key strategy in health promotion, especially HIV risk assessment.  Gabel & 
Pearsol (1993) recommend the taking of an ‘effective’ sexual and drug 
history as a first step in HIV/AIDS prevention, and a way of improving 
patient awareness of HIV risk.  They suggested a list of questions which 
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could be asked in one to two minutes which would yield key information 
concerning a patient’s risk for sexually transmitted disease (Gabel & Pearsol 
1993).  While opportunistic HIV risk assessment appears to be acceptable to 
patients (Ward & Sanson-Fisher 1995)  even committed preventive 
practitioners have stated they find it difficult to identify risk and counsel 
about safe sex (Fredman, Rabin, Bowman, Bandemer et al 1989). 
 
In an era of evidence-based health care however, it could be argued that a 
high level of published evidence of demonstrable improvement in patient 
outcomes and acceptability should be generated before exhorting GPs to 
undertake HIV/STD risk reduction counselling in their practice (Ward, 
Gordon, Sanson-Fisher 1991, Ward 1994).  There is a substantial body of 
evidence demonstrating that GPs are effective when they initiate discussion 
of Pap smears (Ward & Sanson-Fisher 1997, Ward, Boyle, Redman, Sanson-
Fisher 1991) and smoking cessation (Slama, Redman, Perkins, Reid et al 
1990; Lin & Ward 2000) in the context of routine consultations.  There is 
currently very little evidence, however, for their effectiveness as providers of 
opportunistic sexual risk reduction advice.  As shown in Chapter Three, no 
randomised controlled trials of detection by GPs of sexual risk and 
counselling in response to detection of risk have yet been conducted in 
Australian general practice.  Indeed, at the time of planning this study, the 
candidate found only three published studies of sexual-history-taking in 
primary care settings.  As reported in Chapter Three, only one randomised 
controlled trial was found of an intervention in a family health centre. All 
studies had been conducted in the United States. They are described briefly 
in the following section. 
 
In 1984, Ende, Rockwell, & Glasgow discussed the importance of sexual 
history-taking.  Twenty-three resident physicians in a general medicine clinic 
in Boston were randomised into two groups.  One group participated in five 
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one-hour sessions acquainting them with the rationale for taking a sexual 
history and providing them with an understanding of human sexuality and 
common dysfunctions.  They were then expected to take a detailed sexual 
history for each new patient.  Two hundred and twenty-eight patients of both 
groups of physicians were subsequently surveyed by questionnaire asking if 
a discussion of sexual matters had taken place during their consultation, and 
if so, was such a discussion valuable. They were then asked if they thought it 
appropriate for the doctor to discuss sexual functioning, and if further 
discussions in this area would be helpful.  The trained group of physicians 
also completed a questionnaire immediately after the consultation, to assess 
the content, the value and the impact of the intervention.  One hundred and 
thirteen (82%) of 138 patients of the trained group of doctors reported such a 
discussion taking place, while 29 (32%) of 90 patients seen by physicians in 
the comparison group did so (p<0.01).  All 228 patients, regardless of 
whether or not their physician had discussed sex, were asked if such a 
discussion was or would be appropriate.  Two hundred and seven (91%) of 
the patients answered yes, and further, 135 (98%) of patients in the trained 
doctors’ group believed that this discussion was appropriate to a general 
practice consultation. 
 
In an attempt to define the feasibility of a variety of educational approaches 
in primary care, Mathews & Linn (1989) confirmed the infrequent 
occurrence of sexual history-taking in three primary care clinics in Southern 
California in their survey of 540 patients and 36 health care providers.  
Specifically, 89% of patients reported never having been asked about sexual 
orientation.  Fewer than 10% of patients and providers opposed asking 
teenagers and adults to read a pamphlet listing risk groups and practices.  
However, objections were raised by 30% of patients and 44% of providers to 
having explicit material on AIDS risk practices, risk groups and safe sex 
available in the waiting-room.  This study confirmed previous observations 
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that routine sexual history taking by health care providers is infrequent.  The 
authors offer a proviso that this project was carried out prior to the clinics’ 
implementation of a program for AIDS education and prevention, and also 
before widespread public debate on the subject was sparked by the Surgeon-
General’s Report on AIDS (Koop 1986).  Thus a later study may have 
yielded more favourable results (Mathews & Linn 1989). 
 
Ickovics, Morrill, Beren, Walsh, & Rodin (1994) conducted a longitudinal 
study of 243 women attending four health care clinics in Southern 
Connecticut, examining the determinants and consequences of HIV testing 
for women.  Women who were seeking HIV testing were compared with 
another group who had never been tested for HIV.  Three general 
psychological indicators and two AIDS-specific psychological indicators 
were used; the patients were asked about sexual risk behaviour and their self-
efficacy was also tested.  A decline in sexual risk took place between 
interview 1 at baseline and interview 2 (three weeks later) for both groups, 
but this had returned to prior levels at interview 3 (three months later).  The 
five measures of psychological adjustment found significant differences 
between the HIV-tested and untested groups, with the tested women 
reporting lower self-esteem and greater hopelessness (p<0.05) and greater 
anxiety and depression (p<0.0005).  However, it was found that counselling 
was insufficient to reduce risky sexual behaviour amongst the two groups of 
young women.   
 
As mentioned in Chapter Three, Quirk, Godkin & Schwenzfeier (1993) 
designed the only randomised controlled trial known to the candidate of two 
interventions for 213 minority women aged 14-25 attending a family health 
centre in Massachusetts: (i) a brief counselling session given by a health care 
provider (N= 98) and (ii) a videotape and brochures shown by a peer (N= 
116).  The provider-delivered counselling intervention, incorporated into a 
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routine visit, proved more effective in reducing sexual risk (p<0.05) than the 
tailored peer-delivered intervention, which had more success in lowering 
injection drug-associated risk (p<0.06). There was no measurable change in 
women’s attitude or behaviour, except for the most sexually active subgroup 
(n=75) who reported significantly less difficulty in asking their partner about 
sexual behaviour (p=0.006). 
 
At the time of planning by the candidate of the study described in this 
chapter, there was a need to develop and rigorously evaluate an intervention 
for use in Australian general practice that (1) initiated opportunistic 
discussion within the consultation of risk behaviour for STDs (2) provided 
information on the common STDs, safe sexual and drug-using practices, 
sexual health clinics and needle exchanges, and (3) provided some practical 
aids to safe sex such as condoms and lubricant.  
 
This trial of opportunistic risk identification and counselling in general 
practice was thus pertinent and necessary, given the public health importance 
of STD prevention and the recently expanded Australian role of HIV/AIDS 
prevention to include other sexually transmitted diseases.  Clearly, if GPs are 
to be encouraged to provide prevention, they need evidence acquired from 
rigorous research to justify confidence in the acceptability and impact of such 
counselling.   
 
Aims  
 
The primary aims of the study described in this chapter were to evaluate the 
effectiveness of a GP-initiated counselling intervention for patients aged 18-
25 years to: 
Modify risk behaviour and risk perception for sexually transmitted 
diseases, HIV, and hepatitis B or C;   
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Increase knowledge about methods of HIV transmission. 
Further, the candidate aimed to examine whether patient age, gender, or 
education level predicted improvement in key outcomes. 
   
Hypotheses 
 
In a randomised controlled trial, participants attending general practitioners 
randomised to receive a brief general practice-based intervention to reduce 
STD (sexually transmitted disease) risk behaviour among young adults aged 
18-25 years will have:  
1. a reduction in risk behaviour from baseline to followup; 
2. an increase in risk perception for sexually transmitted diseases and 
hepatitis; and 
3. an increase in knowledge about methods of HIV transmission 
compared with a control group of participants who do not receive such an 
intervention. 
  
Ethics 
 
Ethics approval (Appendix 5.1) for the project was obtained from the Central 
Sydney Area Health Service Ethics Review Committee.  Application 
(Appendix 5.2) was made to the Royal Australian College of General 
Practitioners (RACGP) for 20 Practice Assessment Activity points to be 
awarded to participating general practitioners. This was granted. 
 
 
Method 
 
Recruitment of general practitioners 
 
As precedented by others in trials of behavioural interventions in general 
practice (Slama, Redman, Perkins et al 1990; Clover, Redman, Forbes, et al 
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1992; Slaytor & Ward 1998), the candidate sought motivated GPs to conduct 
the study.  Letters were written to the local Heads of Divisions of General 
Practice asking them to advertise the project in their newsletter and include a 
small item about the project (Appendix 5.3).  It was stated that 20 Practice 
Assessment Activity points had been applied for from the RACGP.  General 
practitioners who saw patients aged between 18 and 25 were invited to 
contact the candidate for further information.  Those who did so were sent a 
brief letter giving the background and aims of the project (Appendix 5.4), 
then an appointment was made for the candidate to visit them, discuss the 
aims and method of the project and its relevance and suitability for that 
particular practice, and leave an information package with the GP for reading 
at leisure. The package contained the GP’s instructions (Appendix 5.5), a 
description of the method (Appendix 5.6), a copy of the waiting-room 
questionnaire and the follow-up questionnaires (Appendix 5.7), sample 
coded envelopes, a sample checklist (Appendix 5.8), a consent form 
(Appendix 5.9), a copy of the Ward & Sanson-Fisher article (Appendix 
5.10), the Prochaska article on stages-of-change as it relates to sexual 
behaviour (Appendix 5.11), other background information, and a sample 
package for the Safe Sex Intervention (described later).  All GPs were 
contacted by telephone again a week later to enquire of their decision 
whether or not to participate. 
 
On the designated start date, receptionist’s instructions (Appendix 5.12), tally 
sheets (Appendix 5.13), 30 questionnaires with attached envelopes coded to 
signify intervention or control group status, a pad of 30 GP checklists, a 
security box, 15 Safe Sex ‘show bags’, and a waiting-room poster (Appendix 
5.14)  were delivered.  The candidate discussed the procedure with 
receptionists and conducted a training session with the participating GP. This 
session included specifying the introductory approach to the patient, 
including thanking him or her for taking part in the project; the questions the 
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GP should ask; some possible responses the patient might give; and 
suggestions for answering these responses, thereby tailoring the intervention 
to the individual case. The importance of logging of refusals and ineligibles 
by the receptionists, and the GP’s compliance with the randomisation was 
emphasised.  The receptionists were not aware of the technique of 
randomisation, and were provided with instructions to ask every patient 
within the age group about the candidate’s research. The signed GP consent 
form was collected and the GP also completed a short demographic survey 
(Appendix 5.15). 
 
Recruitment of subjects 
 
At each practice, consecutive patients 18-25 years with sufficient levels of 
English to give informed consent and complete a self-administered 
questionnaire were asked by the receptionist or by the doctor, if no 
receptionist, to participate in a research project by completing a 
questionnaire in the waiting-room before seeing the participating GP.  The 
cover page of the questionnaire informed the patient of the topic of the 
research.  The age and sex of non-consenting patients were logged in order to 
monitor possible consent bias.  The receptionist or GP was required to keep a 
record of the age and sex of refusers, and to log the reasons for ineligibility 
(e.g. mental incapacity, too ill, insufficient English) on the daily tally sheet.  
Each practice was contacted by telephone every couple of days to ensure that 
no problems had been encountered and that recruitment levels were 
satisfactory.  In addition, the practices were visited by the candidate to 
collect questionnaires approximately once a week. 
 
The content of the questionnaire is described fully later.  At the end of the 
questionnaire, patients were asked to indicate if they agreed to another 
(follow-up) questionnaire being mailed to them in strictest confidence in 
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three months’ time.  If agreeing, they were asked to write their name and 
address on the last page.  It was emphasized that this page would be detached 
from the questionnaire and not related to their answers, which would be 
coded separately by number.   
 
 
Randomisation 
 
A random number table was used to pre-order and then number the 
questionnaires; the envelopes, which were attached, had a symbol to signify 
to the GP the patient’s allocation to the Intervention or Control condition.  
The GP knew from the symbol on the envelope which intervention to use: the 
Safe Sex intervention or, for controls, questioning only about smoking.   
 
GP Intervention 
 
Patients were asked to give their questionnaire to the GP at the beginning of 
the consultation (known as the index consultation).   After the initial 
presenting condition for the visit had been dealt with, the GP embarked on 
the intervention.  The Safe Sex intervention commenced with three 
questions;  “Do you think you are at risk for a sexually transmitted disease? 
For an unwanted pregnancy? For hepatitis B or C?”  The GP then, according 
to the patient’s response, offered advice tailored to the patient and gave the 
Safe Sex package to all patients unless they actively refused it.  
 
Once the patient had left, the GP completed the checklist, first copying the 
number from the patient’s envelope onto the checklist and then indicating the 
reason for the visit (up to three diagnoses), whether the intervention was 
given and the stage-of-change of the patient (pre-contemplation, 
contemplation, preparation, action or maintenance) or not applicable, i.e. no 
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risk.  This provided an unobtrusive mechanism whereby the candidate could 
check GP compliance with the intervention schedule as allocated. 
 
Follow-up Questionnaire 
 
Three months after the index consultation, patients who agreed to a follow-
up contact were first mailed a letter (Appendix 5.16) advising them that the 
follow-up questionnaire would be coming to them in a plain envelope in a 
few days’ time.  Patients were mailed the confidential follow-up 
questionnaire with reply-paid envelope, to monitor changes in risk 
perception, risk behaviour and knowledge, and to measure the recall and 
acceptability of the GP counselling intervention.  Those who had not 
returned the questionnaire within a month were sent a reminder letter 
(Appendix 5.17) requesting its return.  Non-respondents who did not return 
the questionnaire within four weeks following this request were sent a second 
questionnaire and envelope and a pen, along with another copy of the letter 
asking for its prompt return.  Where a phone number had been supplied, one 
further attempt was made to contact the non-respondents.   
 
The waiting-room questionnaire 
An ideal instrument to assess human behaviour must have the following 
qualities: 
1. Appropriate underlying concept (construct validity), based on pre-
tested material. The basic format and content should take into account 
any former work in the field of inquiry. 
2. Psychometric rigour:  
(a) Stability; reliable in measuring the items included, in that random 
error alone could not produce the responses obtained, and  
(b) Validity: valid in content, in that it covers the domain expected for 
the field of inquiry, and valid in construct, in that it fits in with other 
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theories (as above). 
3. Responsivity: it should allow for an adequate range of answers to 
each question.   
4. Acceptability to respondents and researchers: (a) Reasonable time for 
completion.  Ideally, the instrument should be able to be completed in 
10-20 minutes.  It should not be so lengthy that the respondent 
becomes either bored or frustrated, affecting both the likelihood of 
completion and the accuracy of the responses. (b) Easy to administer 
and to code or score.  A closed question format, where responses are 
limited to a choice of one of a number of fixed alternatives is easier to 
administer and score than an open format.  A self-coding 
questionnaire, where numbers are circled next to the answers, cuts 
down on the time needed for data entry. (c) It must be 
comprehensible to the majority of the population, and containing no 
technical terms that a layperson could not be expected to know.  
Comprehensibility is easily tested by the use of a standard procedure 
such as the Flesch readability formula (See Chapter Four). (d) Items 
should be perceived as relevant and meaningful by the respondents 
and (e) it should be clearly set out, logical and attractive (Simpson, 
1984; Stone 1993; Bowman & Sanson-Fisher, unpublished). 
 
While many studies report results from surveys of University students, drug 
users, homosexual men, homeless people, prostitutes, and STD clinic patients 
(see Chapter Three), very few studies have been conducted among general 
practice patients.  None were limited to the age group of 18-25 years.  Thus, 
few instruments relevant to this setting were available to the candidate for 
use or adaptation. 
 
Hence, the questionnaire used by Ward and Sanson-Fisher in their prevalence 
study of HIV-risk behaviour amongst general practice patients aged 18-50 in 
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1992 was used as a template (Ward & Sanson-Fisher 1995).  The sexual risk 
behaviour questions, which had been found acceptable, logical, and easy to 
understand and to answer, were adopted for use in the pilot questionnaire and 
re-tested.   
 
Other questionnaires considered were the HIV Risk-taking Behaviour Scale 
(HRBS) (Darke, Hall, Heather, Ward, Wodak 1991). an 11-item interviewer-
administered questionnaire, and Holtedahl’s questionnaire (Holtedahl, 
Doumenc, Steinert, Roghell 1991) used in general practice in Norway.  The 
HRBS examined pre-existing behaviour (injecting drug use and sex for 
money) not typical of the general population, so while it was valid for its 
sample, it made most of the questions superfluous.  The Holtedahl 
questionnaire was originally written in Norwegian, and its translation was 
stilted and the layout dense.  Being originally designed for sexually 
transmitted disease patients, it contained no filtering questions nor any 
introductory or desensitising statements, and was too detailed for other 
patients. 
 
Comprehensive questionnaires were found in Johnson, Wadsworth, Wellings, 
& Field, Sexual Attitudes and Lifestyles, Britain, 1994.  This was a major 
study carried out over eight years in the UK (see Chapter Two).  
Questionnaires were interviewer-administered and were crafted to study 
many aspects of sexual behaviour, associated with factors such as social 
class, education, use of cigarettes and alcohol, religion, ethnic group, marital 
status etc.  They were therefore both wide-ranging and specific and very 
lengthy.  Though of interest, the ‘behaviour change because of AIDS’ section 
was not applicable to this study because the intended respondents, a cohort 
born between 1972 and 1979, would not have been sexually active before the 
HIV/AIDS epidemic began. Other questionnaires mentioned in the review of 
educational interventions (see Chapter Three) were not appropriate because 
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they were face-to-face, informal, or telephone interviews.  
 
Hence, letters were written to Dr M. Fishbein, University of Illinois, Dr L. 
Simkins, University of Missouri, Dr E. de Vroome, Utrecht University, Dr EJ 
Rickert, University of Alabama, and Dr D. Futterman, Medical Center, The 
Bronx, New York, asking for copies of questionnaires that they had used in 
similar surveys, and including elements which the candidate wished to 
incorporate, especially knowledge, behaviour, and attitudes to HIV 
prevention.  
 
In reply, Dr Rickert's (Rickert & Rickert 1995) updated 66-item 
questionnaire contained a useful guide to current questions of knowledge and 
perceived likelihood of infection, given the growth in knowledge in this area 
amongst the general population.  Dr Rickert also sent two other 
questionnaires he had used, a 109-question face-to-face-interview and a 226-
question face-to-face interview, which was consulted for knowledge 
questions.  What may formerly have been known only to health professionals 
has filtered through to the general population, so that hitherto unknown facts 
have become more commonplace.  For instance, in 1986 the general public 
may not have known that sharing a meal with an HIV-positive person was 
extremely unlikely to prove a risk.  However, Rickert's results revealed a 
surprisingly inadequate level of knowledge, and therefore assessment of 
personal risk, in both his samples (of freshman college students and of 
homeless people).  Rosenthal, Smith et al (1996) in their report on HIV-
related knowledge, attitudes and behaviour among university students in 
Melbourne noted a high level of knowledge at their last cross-sectional 
survey conducted in 1994 (Rosenthal, Smith, Reichler, Moore 1996).  The 
candidate’s preliminary study of University students had shown that almost 
all answers to the knowledge section were correct. There were 11 items; 1 
person scored 9, 14 people scored 10 and 5 scored 11.  It needed, therefore, 
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to be made more difficult, but this was quite a challenge. 
 
Dr Simkins’ (Simkins 1994, Simkins 1995) questionnaire only included 
those who were sexually active within the past year, and then divided single 
(including widowed and divorced) from married respondents, asking 25 
questions of the single and 12 of the married.  It did ask important subjective 
questions, using a Likert scale, on concern about contracting AIDS and about 
sexual behaviour change over the last year, but did not ask about drug use.  
Neither of these questionnaires were self-coding.  It did not seem practical to 
separate married /cohabiting from single people, neither would it have been 
useful to only ask sexually active people, because one of the intentions of 
this survey was to establish a baseline for sexual activity in this age group.   
 
None of the instruments reviewed reported calculating the comprehensibility 
of the questions, neither did they report on the acceptability of the 
questionnaire to the respondents nor did they, with the exception of the 
HRBS, report the existence of any validation studies.  Rosenthal, Smith et 
al’s study had not been published at the time of composing the questionnaire 
and so their instrument was not available (Rosenthal, Smith, Reichler & 
Moore,1996). 
 
The candidate’s 18-page questionnaire was based on previous layout style.  
Efforts were made to ensure comprehensibility and that the appropriate 
options were included for each question.  Because the questionnaire needed 
to collect quite sensitive information, desensitising statements prefaced each 
subsection.  Filtering questions enabled those ineligible for some category to 
skip over to the next section.  Because it was self-administered, the language 
had to be kept comprehensible to people with a wide range of literacy.  It was 
divided into three sections; one white section for all to answer, a blue section 
for males and a pink section for females.  The questionnaire needed to be 
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short enough to appear user-friendly, but to contain enough questions to 
obtain the desired usable information.   
 
This final 47-question self-administered version (counting the knowledge 
section as one question) comprised separate sections for men and women, as 
follows: 
 
(i) demographic data (seven questions); 
(ii) the length of time the respondent had been a patient of this doctor and the 
reason for the visit (two questions); 
(iii) use of drugs including tobacco, alcohol, marijuana and injection drugs 
(five questions); 
(iv)  sexual orientation, if the respondent had ever been sexually active, and 
if they had ever suffered an STD (three questions); 
(v) 15 questions about the number of opposite sexual partners in the past 
year, whether they had a new partner in the last year, had their partners 
had any other concurrent partners, how often condoms were used, number 
of same-sex partners in the past year, if ever, whether they asked a new 
sexual partner about other partners, drugs, and HIV status, prevalence of 
anal sex.  
(vi) whether the subject had had an HIV test, and its result (three questions); 
(vii) personal knowledge of someone with HIV or AIDS (one question); 
(viii) a knowledge subset about methods of HIV transmission (11 statements 
to be answered true or false) as follows (correct responses in brackets): 
 
1. AIDS is a medical condition in which the body cannot fight off diseases (TRUE) 
2. Using a condom during sex can lower the risk of getting HIV/AIDS (TRUE) 
3. Most people who get AIDS die from the disease   (TRUE) 
4. Only gay men and drug abusers get HIV or AIDS   (FALSE) 
5. You can get HIV by using the plate or glass of someone who is HIV+  (FALSE) 
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6. You can get HIV by using the needle of a drug user who is HIV+ (TRUE) 
7. AIDS can be cured if treated early    (FALSE) 
8. HIV is found in blood, semen or vaginal secretions   (TRUE) 
9. It is OK to use an oil-based lubricant, like Vaseline, with a condom (FALSE) 
10. Some persons may be infected with HIV and not know it  (TRUE) 
11. You can get HIV by kissing someone who is HIV+   (FALSE) 
 
(ix) self-assessment of risk for STDs, HIV, unwanted pregnancy, hepatitis B 
and C (five questions); 
(x) knowing where to buy condoms, and the likelihood of using condoms 
with the next new partner (two questions); 
(xi)  a final section on the acceptability of discussing sexual matters and 
drug-taking (if applicable) with their current GP (three questions). 
 
Readability 
 
Readability of the candidate’s questionnaire was calculated by the Flesch 
Reading Ease Formula.  The readability score of the introductory page, 
containing information required by the Ethics Committee to be supplied, was 
71.  The score of the body of the questionnaire was calculated at 77. Using 
Flesch’s formula, a score falling between 71 and 80 indicates that 
approximately 80% of the population would understand the passage.  A 
higher score indicates a lower degree of difficulty. 
 
 
 
Test-retest reliability 
 
The draft questionnaire was piloted with 20 patients in a University Health 
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Service (as mentioned above), and found to take no more than 10 minutes to 
complete.  Test-retest reliability was assessed by asking these respondents to 
complete an identical questionnaire at one week’s interval.  Table 5.1 
displays the results of the reliability test.  
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Table 5.1  Test-retest reliability 
 
  Time 2 
 
Agreement
Have you ever had sexual 
intercourse?   (n=20) 
     
  Yes No   
Time 1 Yes 16 0   
 No 0 4   
     100% 
How many sexual partners 
have you had in the last 
three months?      (n=20) 
     
  None One Two  
Time 1 None 7 0 0  
 One 0 11 0  
 Two 0 0 2  
     100% 
In the last 3 months, have 
you had sex with a new 
partner?                   (n=20) 
     
  Yes No   
Time 1 Yes 2 0   
 No 0 18   
     100% 
(if yes) Was a condom used 
the first time you had sex 
with this new partner?  
(n=2) 
     
      
Time 1 Yes 2 n/a  100% 
 No n/a n/a   
      
 
 
Face validity 
 
To determine face validity of the questionnaire, the candidate surveyed 
Australian experts in STD prevention who were identified as follows.   
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The first group comprised all the Area Health Service HIV/AIDS co-
ordinators in NSW (N=17).  These co-ordinators are responsible for the 
development of community HIV/AIDS and sexual health programs 
conducted by the Area Health services.  Of the original 17 Area Co-
ordinators, 1 position had been abolished, leaving 16.  Replies were received 
from 11 within 21 days (RR=65%). 
 
The second group consisted of Australian academics who had published in 
the area of sexual health.  All first or second authors from an Australian 
institution of a research paper published in a peer-reviewed journal between 
1991 and 1997 and retrieved by an AIDSline or a Medline search were 
identified.  A telephone call was made by the candidate in advance of posting 
of a cover letter, a copy of the questionnaire and a pro forma inviting 
comments on the content and construction of the instrument.  A Reply-Paid 
envelope was included.   Non-respondents were telephoned by the candidate 
three weeks after the initial mailout.  Of the 56 published authors identified 
using our criteria, 19 were no longer at the address and five were no longer in 
the position, leaving an eligible sample of 32.  Four declined, were too busy 
or no longer worked in the area (=28). Six delegated replies to colleagues 
where multiple requests had been sent to one department (=22).  Replies 
were received from 19 within 21 days.  Of the three non-respondents, one 
subsequently responded, giving a final response rate of 20/32 (RR=63%).  
 
All comments were examined by the candidate and considered.  Several 
slight adjustments were made to the wording of questions.  However, some 
questions suggested were not able to be incorporated, as they were too 
specific to habitual drug users, to transgenders or to methadone patients and 
would have added to the length without capturing information pertinent to 
chapter aims. 
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Evolution and field-testing of the intervention package. 
 
The candidate aimed to develop a brief intervention for use in general 
practice that would be augmented by provision of a ‘take-home’ package.   
 
As discussed in Chapter Five, the range of information pamphlets currently 
and commonly available on the subjects of HIV/AIDS, safe sex, sexually 
transmitted diseases, and drugs had been thoroughly analysed.  The reading 
level of pamphlets and brochures was measured, and the appeal and 
relevance of this material to the target audience was assessed.  From the 
selection that was available at the time the study took place, three pamphlets 
were chosen and included in the pilot Safe Sex information package, along 
with a visually appealing postcard that included telephone numbers of 
confidential information services, a copy of a Web page, and a packet of 
condoms and lubricant.  The director of a sexual health clinic was consulted 
on the contents of the Safe Sex package, who recommended the inclusion of 
pamphlets on chlamydia, genital warts and herpes, and confirmed the 
importance of raising patients’ awareness of these more common sexually 
transmitted diseases in the face of the misconception that HIV was the most 
infectious STD.  While the most serious in its consequences, it is not, 
however, highly infectious, with many other factors (presence of other STDs, 
frequency of sexual contact, duration of relationship, gender of positive 
partner, CD4 count, anal intercourse, etc) modifying infectivity (Haverkos & 
Quinn 1995). 
 
Twelve packages containing six pamphlets, one Webpage address, one 
postcard, one packet of condoms and lubricant were taken to a TAFE 
institution by one of the HIV/AIDS research workers, where they were 
assessed individually and in private by TAFE students, who were paid $10 
each for their time and opinions. (Questionnaire=Appendix 5.18).  
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Subsequent to their comments, one item (the Webpage) was dropped.  The 
condom package was found to be the most welcome item. 
 
The final intervention comprised a packet containing 2 condoms and 2 
sachets of water-based lubricant; a set of pamphlets from a Sexual Health 
Clinic (either from the City or from the North Shore, according to the 
location of the practice) about genital wart virus infection, chlamydia, and 
genital herpes; a pamphlet giving the location of the clinic and describing its 
services; a pamphlet about hepatitis B, describing the risk and the availability 
of vaccination; a pamphlet about safe sex, HIV and AIDS, a postcard with 
information about alcohol and drug information services; and a little 
pamphlet about condoms, with suggestions on how to bring up the subject 
with a partner.   
 
Outcome measures 
 
The follow-up questionnaire mailed to participants three months after their 
index consultation was designed to measure outcomes as follows: 
• number of new sexual partners and condom use with these new 
partners (risk behaviour);  
• self-perceived risks for sexually transmitted disease, HIV, unwanted 
pregnancy and hepatitis (risk perception); and  
• knowledge of HIV transmission (based on 11 statements, subjects 
could obtain a score from 0-11). 
 
The follow-up questionnaire was identical to the baseline questionnaire on 
items as follows: 
 
a) demographic data (five of the seven original questions were 
repeated); 
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b) use of drugs including tobacco, alcohol, marijuana and injection 
drugs (five questions); 
c) sexual orientation, if the respondent had ever been sexually active, 
and if they had ever suffered an STD (three questions); 
d) 14 questions about the number of opposite sexual partners in the past 
three months, whether they had a new partner in the last three 
months, had their partners had any other concurrent partners, how 
often condoms were used, number of same-sex partners in the past 
three months, if ever, whether they asked a new sexual partner about 
other partners, drugs, and HIV status, prevalence of anal sex.  
e) whether the subject had had an HIV test, and its result (three 
questions); 
f) personal knowledge of someone with HIV or AIDS (one question); 
g) a knowledge subset (11 statements to be answered true or false); 
h) the likelihood of using condoms with the next new partner (one 
question); 
i) self-assessment of risk for STDs, HIV, unwanted pregnancy, hepatitis 
B and C (five questions); 
 
New questions 
 
In the follow-up questionnaire, new questions were as follows:  
 
j) four questions were asked about recall of the previous consultation 
and whether the GP had asked about safe sex, smoking or other 
drugs; 
k) one question was asked about recall of any leaflets, or the condoms 
(the Safe sex package) given at the visit ; 
l) and two further questions were asked about (1) their ease with 
discussing sex problems with their doctor, and (2) from whom they 
would prefer to get information about sex matters.  
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Sample size estimation 
 
At the time of designing this study there were few previous similar studies on 
which to base an estimate of sample size.  We aimed for a sample size of 400 
patients to estimate prevalence of 50% for risk behaviours, with a confidence 
interval to be within ± 5% of the point estimate.  It was expected that 25% 
would be lost to follow-up, leaving 300, 150 in each arm, to detect a 
between-group difference at post-test of an intervention effect of 15-20% 
with a significance level of 5% and 80% power.  Assuming an intraclass 
correlation coefficient (ICC) or kappa of 0.02 and an average of 25 patients 
per GP, the sample size would need to be increased by 50% to allow for 
clustering of patients within GPs.  This would require a sample of 600 (25 
patients for each of 24 GPs).  Although no estimates of ICC or kappa were 
available for outcomes similar to these, the estimate of 0.02 was based on 
estimates of other GP-based outcomes (Donner 1982). 
 
Statistical methods 
 
Frequencies were produced for all baseline characteristics using SPSS.  
Baseline characteristics of intervention and control groups were then 
compared using the chi square statistic (all variables of interest were 
categorical).  Reasons for encounter were compared with Bridges-Webb 
(1992) and the BEACH study (1999).  No statistical tests were done because 
this was considered a “reference” population. 
 
In order to assess attrition and loss to follow-up, baseline characteristics of 
those completing and not completing follow-up were compared. Missing 
values were not included in the test statistic. 
 
In this chapter, the candidate focuses on three outcomes as stated in Aims, 
namely: risk behaviour, risk perceptions and knowledge about HIV 
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transmission. Further, the candidate presents results obtained from those in 
the Intervention group for the acceptability and recall of being asked about 
sexual matters by a GP.  Only two outcomes were specified for the regression 
analysis: any risk, a category devised by combining risk perceptions for any 
of the four sexually transmitted conditions into one; and knowledge of HIV 
transmission.  
 
In order to determine the effectiveness of the intervention, logistic regression 
analyses were undertaken in STATA for each of the outcomes of sexual risk 
behaviour (defined as above), perceived risk for any of the sexually 
transmitted diseases or conditions such as pregnancy (defined as any risk), 
and knowledge of methods of HIV transmission.  Knowledge scores were 
analysed as categorical (high/low) rather than continuous because most 
people scored very highly, and the distribution was extremely skewed.  The 
cut point was therefore fixed at 10; people with 9 or less correct answers 
were scored as low, while scores of 10 or 11 were scored as high.  
  
Baseline and followup data for participants with measures at both times were 
included in regression analyses. A time variable (baseline or follow-up) and a 
group variable (Intervention or Control), were included, with an interaction 
term between the two. The interaction term allows assessment of whether 
there were differences in change over time between the Intervention and 
Control groups.  All sociodemographic variables as well as smoking, alcohol 
and drug use were initially included in the regression models, and backward 
stepwise regression was undertaken to exclude variables. As well as the 
Intervention group, time period and the interaction term between these two 
variables, age and sex were retained in the models, even if not statistically 
significant because of their importance in this type of research. Other 
variables were included in the final model if they had a p value of less than 
0.10. Clustering of patients within GPs was taken into account using the 
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svylogit command in STATA version 6.0. The svylogit options allow for 
analysis of data from studies with a range of complex sampling schemes, 
including cluster sampling. The patient was defined as the primary sampling 
unit, with General Practitioner as the strata. Because this analysis does not 
produce likelihood functions, the Wald test was used to assess significance 
rather than the Likelihood Ratio Test. 
 
Finally, frequencies for the Intervention group’s response to items about 
recall and acceptability of the GP intervention were calculated. 
 
In order to account for loss to follow-up, the behavioural data were analysed 
by an additional method.  An intention-to-treat analysis assumes that non-
respondents to follow-up have not changed their behaviour or perceptions, so 
the answers given at baseline by those who were lost to follow-up were 
carried over to time 2 and this group was compared with the actual results at 
time 2.  Upon comparing the results thus obtained with the actual answers 
obtained from followed-up respondents only, no differences were found.  
These results are mentioned only in the text and are not included here.  The 
tables will be found in Appendix 5.20.   
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Results   
 
During 1997 and 1998, 33 GPs showed initial interest by telephone or letter, 
of whom six decided to decline after this initial contact. The candidate made 
personal visits to twenty-seven GPs.  One GP subsequently retired due to 
illness, one practice was not suitable due to time factors, and two GPs had 
too few patients in the age group.  Thus, twenty-three GPs participated in the 
1997/1998 phases of the study.  Fourteen (61%) were female and nine (39%) 
male, with the average age group being 41 to 46 years, and fourteen were 
full-time and nine part-time.  Part-time GPs were more likely to be female 
(See Table 5.2).  Nineteen GPs (83%) had graduated from Australian 
Universities, four (17%) from overseas Universities, and fourteen (61%) had 
additional postgraduate qualifications.  
 
 
Table 5.2 General practitioners’ gender vs. time worked in practice 
 
Gender Full-time
N=14
n (%)
Part-time
N=9
n (%)
test statistic 
  
Male   7 (50) 2 (22)  
Female  7 (50) 7 (77) Χ2 (1) =1.77  p=0.183 
  
Compared to NSW GPs  
 Our sample
n (%)
NSW (%) 
General Practice in 
Australia: 2000 
(DHAC) 
 
Male 9 (39) 68  
Female  14 (61) 32  
   
Full-time 14 (61) 64  
Part-time 9 (39) 36  
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Patients 
 
During the nominated study period, 383 patients aged 18-25 years were seen, 
41 of whom were ineligible for the study because they were too ill or they 
had already taken part. Of 342 eligible patients, 30 (3 males and 27 females) 
refused (91% response rate).  Apart from age and sex, no other data were 
collected on refusers.  Thus, three hundred and twelve patients completed 
baseline questionnaires.  There is no evidence of response bias by age group, 
but a significant difference by gender (see Table 5.3), in that males were less 
likely to refuse.  
 
 
Table 5.3  Refusals and participants 
 
 
  
Refusals
N=30
n (%)
Participants
N=312
n (%)
test statistic 
Age  
  
18-21  12 (40) 148 (47)  
22-25 18 (60) 164 (53) Χ2(1) = 0.608  p=0.43 
  
Gender  
  
Male   3 (10) 90 (29)  
Female 27 (90) 222 (71) Χ2(1) = 4.91  p=0.027 
  
 
 
 
The patients were randomised by precoded envelope, as described above, so 
that 156 were in the Intervention group (46 males, 110 females) and 156 in 
the Control group (44 males and 112 females).  Tables 5.4, 5.5 and 5.7 
summarise how long the respondents had been visiting this GP, the reason 
for the visit and basic demographic information. 
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Table 5.4  How long have you been seeing this GP?  
 
 Intervention 
N= 156
n (%)
Control 
N=156
n (%)
Total
N=312
n (%)
 
First visit today 50 (32) 62 (40) 112 (36)
Less than  3 months 27 (17) 26 (17) 53 (17)
3 to 12 months 24 (16) 16 (10) 40 (13)
Over 12 months 54 (35) 52 (33) 106 (34)
 
 
 
 
 
Table 5.5  Patient-nominated reason for encounter (amalgamated) 
 
 Intervention  
N=156
n (%)
Control 
N=156 
n (%) 
Total
N=312
n (%)
  
  
Respiratory condition 
 
40 (26) 47 (30) 87 (28)
Genito-urinary - Pap smears, 
oral contraceptive, male 
genital, kidney infection, etc 
 
36 (23)
 
35 (22) 71 (23)
General checkup, 
immunisation  
 
34 (22) 34 (22) 68 (22)
Musculoskeletal 
 
16 (10) 15 (10) 31 (10)
Skin 
 
13  (8) 15 (10) 28 (9)
Other (psychological, 
neurological, digestive, 
cardiovascular) 
17 (11)
 
10 (6) 18  (6)
  
 
 
The reasons for encounter (RFEs) were amalgamated into six major 
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classifications, as shown in tables 5.5 and 5.6, and compared to RFEs for the 
general population (all ages) attending general practice in 1990-1991 
(Bridges-Webb et al 1992) and the Bettering the Evaluation and Care of 
Health (BEACH) study of 1998-1999 (Britt et al 1999).  As expected, this 
sample of younger patients had more genito-urinary consultations than the 
all-age groups (Table 5.6). 
 
 
Table 5.6  Doctor’s first-nominated reason for encounter compared with 
RFEs for all ages, 1991-2 and 1998-9 
 
 Intervention 
  N=156
n (%)
Control 
N=156
n (%)
Total
N=312
n (%)
Bridges-
Webb 
1992 
(all ages) 
(%) 
BEACH 
study 
1999
(all ages)
(%)
  
Genito-urinary –  
Pap smears, OCP, 
male genital, etc, 
kidney infection  
42 (27) 37 (24) 79 (25)
 
12 14
Respiratory 36 (23) 41 (26) 77 (25) 16 17
General- checkup, 
immunisation 19 (12) 22 (14) 41 (13)
 
17 18
Skin 21 (14) 15 (10) 36 (11) 11 10
Other 
(psychological, 
neurological, 
digestive, 
cardiovascular)  
20 (13) 14 (9) 34 (11)
 
31 29
Musculoskeletal 13 (8) 17 (11) 30 (10) 13 12
Missing  5  (3)  10 (6) 15  (5)  
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Table 5.7 Demographics of the total group of patients 
 
 
  
Intervention 
  N=156
n (%)
Control 
N=156
n (%)
Total
N=312
n (%)
test statistic
Age  
18-21  73 (47) 75 (48) 148 (47) 
22-25 83 (53) 81 (52) 164 (53) χ2 (1) = 0.05  p=0.821
  
Gender  
Male  46 (29)  44 (28)  90 (29) 
Female 110 (71) 112 (72) 222 (71) χ2 (1) = 0.62  p=0.803
  
Education level  
Lower secondary 10 (6)   9 (6) 19  (6) 
Trade qualification   6 (4) 10  (6) 16  (5) 
HSC equivalent 39 (25) 42 (27) 81 (26) 
Cert. or Diploma 35 (23) 29 (19) 64 (21) 
University studies 65 (42) 66 (42) 131 (42) χ2 (4) = 1.73 p=0.785
  
Country of Birth  
Australia 109 (70) 108 (69) 217 (70) 
Other  47 (30)   48 (31)  95 (30) χ2 (1) = 0.015  p=0.902
  
Language spoken 
at home 
 
English 128 (82) 126 (81) 254 (82) 
Other 28 (18) 30 (19) 58 (19) χ2 (1) = 0.085  p=0.771
  
Employment Status  
Student 64 (41) 66 (42) 130 (42) 
Fulltime work 63 (40) 57 (37) 120 (38) 
Part-time work 26 (17) 25 (16) 51 (16) 
Unemployed   3 (2)    3 (2) 6 (2) 
Disability  0  2 (1) 2 (1) 
Home duties  0  3 (2) 3 (1) χ2 (5) =5.35  p=0.375
  
Marital status  
Single 121 (78) 127 (82) 248 (80) 
Married 34 (22) 27 (17) 61 (19) 
Divorced 1 (1) 1 (1) 2 (1) χ2 (2) = 0.945 p=0.623
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The demographics show that 71% of the total group were female and a high 
proportion (42%) were either university students or had completed 
university. Approximately 70% were Australian-born, but 82% spoke 
English at home.  The second most common place of origin was Asia; more 
female participants (19%) than males (8%) were born in Asia (χ2 = 9.58 (1) p= 
0.002).  Characteristics were very similar between groups. 
 
Tables 5.8 and 5.9 show self-declared sexual orientation by group and by 
gender.  Almost 92% of males and 87% of females, respectively, were 
heterosexual (89% overall).  
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Table 5.8  Sexual orientation, comparing intervention and control 
groups 
 
 
 
 
Intervention
N=153
n (%) 
Control
N=154
n (%)
Test statistic
Sexual preference 
(N=307) 
 
Heterosexual  144 (94)  133 (86)
Bisexual  1 (1) 8 (5)
Homosexual  1 (1) 4 (3)
Not sure of meaning 4 (2) 6 (4)
Not sure of preference 3 (2) 3 (2)
 χ2(4) =8.07 p= 0.089
 
 
 
 
 
 
Table 5.9  Sexual orientation, comparing males with females 
 
 
 
 
Male
N=90
n (%) 
Female
N=217
n (%)
Test statistic
Sexual preference 
(N=307) 
 
Heterosexual  83 (92) 194 (89)
Bisexual 1 (1) 8 (4)
Homosexual  3 (3) 2 (1)
Not sure of meaning 2 (2) 8 (4)
Not sure of preference 1 (1) 5 (2)
 χ2(4) =4.65 p= 0.325
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Table 5.10  Tobacco smoking      
 
 Intervention
N=156
n (%)
Control
N=156
n (%)
Total
N=312
n (%)
Smoking  
 
20+ per day   5 (3) 13 (8) 18 (6)
1-20 per day 25 (16) 33 (21) 58 (19)
Not every day 28 (18) 18 (12) 46 (15)
Pipe/cigars   3 (2) 0   3 (1)
Not a smoker 95 (61) 92 (59) 187 (60)
 
 
 
Twenty-five per cent of the total were daily cigarette-smokers (Table 5.10), 
33% had smoked marijuana in the previous three months, (59% ever), and 
5% had ever injected drugs (Tables 5.11 and 5.12).  This is consistent with 
other recent community studies (National Drug Strategy Household Survey 
1998; Statistics on Drug Use in Australia 2000).   
 
 
Table 5.11  Marijuana smoking   
 
 Intervention 
  N=156
n (%)
Control  
N=156 
n (%) 
Total
N=312
n (%)
Have you ever smoked 
marijuana (more than once?) 
 
  
Yes, in the last 3 months 59 (38) 44 (28) 103 (33)
Yes, but not in the last 3 
months 
38 (24) 41 (26) 79 (26)
No, never 58 (37) 69 (44) 127 (41)
Missing  1 (1)  2  (2) 3 (1)
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Table 5.12  Use of injected drugs 
 
 Intervention 
  N=156
n (%)
Control  
N=156 
n (%) 
Total
N=312
n (%)
Have you ever injected (or been 
injected with) illicit drugs?  
 
  
No, never 146 (94) 149 (96) 295 (95)
Yes, but not in the last 3 months  5 (3)    5 (3) 10 (3)
Yes, in the last 3 months 3 (2)    2 (1) 5 (2)
Missing  2 (1)  2 (1)
  
 
 
 
Use of alcohol is shown in Table 5.13; 63% had consumed at least one drink 
in the previous week, while 4% had never drunk alcohol. 
 
 
Table 5.13  Alcohol consumption 
 
 Intervention  
 N=156
n (%)
Control  
N=156 
n (%) 
Total
N=312
n (%)
Number of standard drinks 
consumed in the last week 
 
  
More than 20   5 (3)  4 (3) 9 (3)
10-20  23 (15) 19 (12) 42 (13)
1-10  73 (47) 74 (47) 147 (47)
Nil  50 (32) 52 (33) 102 (33)
Never drank alcohol   4 (3)   7 (5) 11 (4)
Missing   1 (1)  
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Sexual behaviour 
 
The majority of the sample had had heterosexual sex at some time (81%).  In 
the previous three months, 71% had had heterosexual sexual intercourse and 
3% had homosexual sex (table 5.14).   
 
Table 5.14  Sexual behaviour 
 
 Intervention  
N=156
n (%)
Control  
N=156 
n (%) 
Total
N=312
N (%)
Sexual behaviour  
  
Ever had heterosexual sex 130 (83) 130 (83) 260 (83)
Had heterosexual sex in 
last 3 months 
113 (72) 108 (69) 221 (71)
Ever had homosexual sex  10 (6)  16 (10) 26 (8)
Homosexual sex in last 3 
months  1 (1)
 
8 (7) 9 (3)
(Multiple response options)  
 
The majority (61%) had only had one partner in the previous three months 
(see table 5.15), 27% none, and only 13% had had more than one partner. 
 
 
Table 5.15  Number of sex partners in the last three months 
 
 Intervention 
  N=156
n (%)
Control 
N=156
n (%)
Total 
N=312 
n (%) 
  
None 41 (26) 40 (26) 81 (26) 
One 95 (61) 96 (61) 191 (61) 
2-4 16 (10) 18 (11) 34 (11) 
5-9 3 (2) 1 (1) 4 (1) 
>10 1 (1) 1 (1) 2 (1) 
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Patients were asked if they had a new sexual partner in the last three months 
(Table 5.16).  In total, 53 (19%) had done so; (23 (15%) in the Intervention 
group, 30 (19%) in the Control group). 
 
 
Table 5.16   New sexual partners in previous three months  
  
 
 Intervention 
  N=156
n (%)
Control  
N=156 
n (%) 
Total
N=312
n (%)
Have you had sex with a new 
partner in the last 3 months? 
 
  
Yes 23 (15) 30 (19) 53 (17)
No 91 (58) 86 (55) 187 (60)
Not applicable (didn’t have sex) 42 (27) 40 (26) 82 (26)
  
 
 
 
These respondents were then asked what steps had been taken to minimise 
any risk involved; namely, asking about other partners, asking about 
injecting drug use, asking about HIV and discussing safe sex, and whether 
they used condoms on that first occasion.  Responses to these questions 
asking about the circumstances showed that a discussion of safe sex took 
place in 62% of encounters, and a condom was used by 72% on the first 
occasion of sex with this new partner.  Discussion of injecting drug use was 
not as common; 47% of the total asked their partner about this.  However, 
72% had raised the subject of other partners (Table 5.17).   
 
 
 
 
Table 5.17  First sex with new partner (last 3 months)   
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 Intervention 
(N=23)
n (%)
Control  
(N=30) 
n (%) 
Total
(N=53)
n (%)
When you first had sex with this 
new partner, did you- 
 
   ..ask about HIV/discuss safe sex?  
Yes 13 (56) 20 (60) 33 (62)
No 10 (43) 10 (40) 20 (38)
  
.. find out if they were an injecting 
drug user? 
 
Yes    9 (39) 14 (47) 25 (47)
No   12 (51) 16 (53) 28 (53)
    
 .. find out if they also have other 
partners? 
 
Yes 14 (61) 24 (80) 38 (72)
No 9 (39) 6 (20) 15 (28)
    
Was a condom used on this first 
occasion? 
 
Yes 14 (61) 24 (80) 38 (72)
No 9 (39) 6 (20) 15 (28)
  
 
 
Further risk situations asked about were: awareness of any sexual partners 
having other partners in the last 3 months (Table 5.18), and if the respondent 
had ever had anal sex (Table 5.19).  They were then asked about condom use 
in anal intercourse, whether with a male or a female partner.  Lesbians were 
asked if any type of barrier had been used.  The very low prevalence of 
homosexuality made responses to these questions very uncommon, and 
therefore no data are presented on these items.  However, 25% of the total 
had ever practised anal intercourse (see Table 5.19). 
 
 
 
Table 5.18  Other partners 
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 Intervention 
  N=156
n (%)
Control  
N=156 
n (%) 
Total 
N=312 
N (%) 
In the last 3 months, have any of 
your sexual partners had other 
partners, that you know of? 
  
   
Yes 16 (10) 19 (12) 35 (11) 
No 82 (53) 76 (49) 158 (51) 
Don’t know 15 (10) 11 (7) 26 (8) 
Not applicable 43 (27) 50 (32) 93 (30) 
   
 
 
 
Table 5.19  Anal sex 
 
 Intervention 
  N=156
n (%)
Control  
N=156 
n (%) 
Total 
N=312 
n (%) 
Have you ever had anal sex?   
   
Yes, in the last 3 months 16 (10) 10 (6) 26 (9) 
Yes, but not in the last 3 months 25 (16) 25 (16) 50 (16) 
No, never 91 (58) 92 (59) 183 (59) 
Not applicable/no answer 24 (15) 29 (19) 53 (16) 
   
 
 
Actions relating to personal risk were addressed in the question ‘Have you 
had an HIV test, and if so, how recently?’ and ‘Have you ever personally 
known anyone with HIV or AIDS?’. (This question was designed to exclude 
public figures such as sports or movie stars).  Sixteen people could not 
definitely say whether they knew anyone who was HIV positive, and four 
people did not know if they had had a test. Of the 67 people out of the total 
of 312 patients (12%) who definitely knew someone with HIV or AIDS, 35 
(52%) had had a test themselves.    
 
Table 5.20  HIV tests 
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 Intervention 
  N=156
n (%)
Control  
N=156 
n (%) 
Total
N=312
n (%)
Have you ever had an HIV test?  
  
Yes, in the last 3 months   6 (4)  11  (7) 17 (5)
Yes, over 3 months ago  39 (25)   30 (19)  69 (22)
Yes, can’t remember when   9 (6)   6  (4) 15 (5)
No 100 (64) 107 (69) 207 (66)
Don’t know    2   (1)    2  (1) 4 (1)
   
  
 
 
 
Table 5.21  Have you ever known anyone with HIV or AIDS? 
 
 Intervention  
N=156
n (%)
Control 
N=156
n (%)
Total
N=312
n (%)
 
Yes 32 (21) 35 (22)  67 (22)
No 117 (75) 112 (72) 239 (73)
Don’t know 7 (4) 9 (6) 16 (5)
 
 
Those who said they had never been sexually active (n=56) were excluded 
from the following analysis.  The ‘unsure if tested’ were separated from the 
sample and the respondents were then divided into ‘tested’ and ‘untested’ 
categories, making it possible to carry out chi-square calculations for country 
of birth, age group, gender and sexual orientation. Univariate analyses show 
that being born in Australia, being in the older age group, and being other 
than heterosexual were associated with HIV testing (table 5.22).  All tested 
respondents were HIV-negative.   
 
Table 5.22  Predictors for obtaining HIV tests  
 
Sexually active respondents only 
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 HIV tested
N=98
n (%)
Never tested 
N=157
n (%)
test statistic
Country of Birth group 
Australia 79 (81) 105 (67)
Other 19 (19) 52 (33) Χ2 (1) =5.66  p=0.017
  
Age group 
18-21 30 (31) 84 (54)
22-25 68 (69) 73 (46) Χ2 (1) =12.79  p<0.001 
   
Gender 
Male 23 (23) 47 (30)
Female 75 (77) 110 (70) Χ2 (1) =1.267  p=0.26
 
Sexual preference* (N=93) (N=151)
Heterosexual 83 (89) 148 (98)
Not heterosexual 10 (11)  3 (2) Χ2 (1) = 8.98  p=0.011
 
 
 
*Respondents who did not state a sexual preference were excluded from the 
chi-square calculation.   
 
 
Perception of risk 
 
Two questions attempted to gauge each patient’s perception of their risk 
according to the Transtheoretical Model of behaviour change.  Respondents 
were asked to indicate ‘In the next three months, how likely do you think it is 
that you will start or continue to use a condom every time you have sex with 
someone (other than your usual partner)?’  Responses are summarised in 
Table 5.23. The second question was ‘With your present lifestyle, how likely 
do you think it is that you will become infected with HIV in the future?’  
Responses to this question are given in Table 5.24. 
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Table 5.23  Intention to use condom with casual partner 
 
 Intervention 
  N=156 
n (%) 
Control  
N=156 
n (%) 
Total 
N=312 
n (%) 
‘In the next 3 months, how likely is it you will use a 
condom every time you have sex with someone (other than 
your usual partner) 
 
definitely will 64 (41) 70 (45) 134 (43)
probably will 14 (9) 17 (11) 31 (10)
not sure 12 (8) 8 (5) 20 (7)
probably won’t 9 (6) 10 (6) 19 (6)
definitely won’t 3 (2) 2 (1) 5 (2)
not applicable 51 (33) 49 (31) 100 (32)
  
 
 
 
 
Table 5.24  Perceived likelihood of getting HIV in the future 
 
 Intervention  
 N=156
n (%)
Control  
N=156
n (%)
Total 
N=312 
n (%) 
‘how likely is it, with your 
present lifestyle, that you will 
get HIV?’ 
 
  
Very unlikely 84 (54) 84 (54) 168 (54) 
Unlikely 44 (28) 45 (29) 89 (29) 
Don’t know 25 (15) 25 (16) 50 (15) 
Likely 1 (1) 1 (1) 2 (1) 
Very likely 1 (1) 1 (1) 2 (1) 
Missing 3 (2) 3 (1) 
 
Further items examined self-perceptions of risk for various sex-related 
conditions.  These are reported in Table 5.25.  A note within the question 
explained the different chief modes of transmission of hepatitis B and C.  
Both males and females were asked about unwanted pregnancy.   
 
Table 5.25 Assessment of personal risk for sexually transmitted 
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conditions 
 
 
 
Intervention  
 N=156
n (%)
Control
N=156
n (%)
test statistic
Are you at risk for an 
STD? 
Yes 14 (9) 10 (6)
No 107 (68) 112 (72)
Don’t know 12 (8) 15 (10)
Perhaps 19 (12) 19 (12)
 χ2(3) = 1.06 p=0.786 
Are you at risk for 
HIV? 
Yes 12 (8) 8 (5)
No 112 (71) 119 (76)
Don’t know 14 (9) 15 (10)
Perhaps 14 (9) 14 (9)
 χ2(3) =0.995 p=0.803
Are you at risk of an 
unwanted pregnancy? 
Yes 21 (14) 15 (10)
No 99 (66) 120 (77)
Don’t know 7  (5) 7  (5)
Perhaps 24 (16) 14 (9)
 χ2(3) =5.565 p=0.135
Are you at risk of 
hepatitis B or C? 
Yes 10  (7) 8 (5)
No 104 (66) 109 (70)
Don’t know 26 (17) 21 (13)
Perhaps 11 (7) 18 (11)
 χ2(3) =2.48 p=0.479
 
 
 
 
 
 
 
Table 5.25 continued  
Assessment of personal risk for sexually transmitted conditions  
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 Intervention 
  N=156
n (%)
Control
N=156
n (%)
Test statistic 
Any risk  
‘yes’ to at least one 
risk  
24 (15) 27 (17)  
‘yes’ to at least two 10 (6) 8 (5)  
‘yes’ to at least three 6 (4) 5 (3)  
‘yes’ to all four 2 (1) 1 (1)  
  
  
‘Yes’ to any risk 47 (27) 42 (26) χ2(1) = 2.57 p= 0.108 
  
 
 
Knowledge 
 
The knowledge section concentrated on methods of HIV transmission.  The 
answers were summed to provide a score between 0 and 11 (perfect score 
=11). The majority (85%) of respondents scored 10 or 11.  
 
 
Table 5.26 Correct answers to knowledge test, by group, at baseline 
 
 
 
Number correct 
Intervention  
N=156
n (%)
Control 
N=156
n (%)
Total 
N=312 
n (%) 
0  2 (1) 2 (1) 
1-5 0 0 0 
6-8 9 (6) 6 (4) 15 (5) 
9 17 (11) 12 (8) 29 (9) 
10 53 (34) 51 (33) 104 (33) 
11 75 (48) 87 (55) 162 (52) 
Median 10 11 11 
Range 0-11 6-11 0-11 
Mode 11 11 11 
 
 
 
Acceptability of risk assessment 
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The next section of the baseline questionnaire asked about patients’ attitudes 
to questions that the GP might ask in an opportunistic risk assessment.  
Patients were asked specifically if they would object to being asked about 
sexual behaviour, and if they objected to being given advice about safe sex 
and illicit drugs (see Table 5.27) 
 
 159
Table 5.27  Acceptability of hypothesised opportunistic risk assessment 
by a GP 
 
 Intervention  
 N=156
n (%)
Control  
N=156 
n (%) 
Total
N=312
n (%)
Would you object to your GP asking 
you questions on these subjects? 
 
Your sexual orientation   
Yes 10 (6) 10 (6) 20 (6)
No 139 (89) 144 (93) 283 (91)
Missing 7 (5) 2 (1) 9 (3)
Your sexual practices  
Yes 21 (14) 31 (20) 52 (17)
No 126 (81) 120 (77) 246 (79)
Missing 9 (5) 5 (3) 14 (4)
How many sex partners you’ve had  
Yes 20 (13) 26 (17) 46 (15)
No 128 (82) 125 (80) 253 (81)
Missing 8 (5) 5 (3) 13 (4)
Drug-taking   
Yes 13 (8) 10 (6) 23 (7)
No 135 (87) 142 (91) 277 (89)
Missing 8 (5) 4 (3) 12 (4)
Would you object to your GP 
… giving information on safe sex? 
 
Yes 5 (3) 9 (6) 14 (4)
No 133 (85) 125 (80) 258 (83)
Depends how well I know her/him 8 (5) 11 (7) 19 (6)
Don’t know 3 (2) 10 (6) 13 (4)
Missing 7 (5) 1 (1) 8 (3)
…giving practical advice on illicit 
drugs? 
 
Yes 5 (3) 5 (3) 10 (3)
No 132 (85) 134 (86) 266 (85)
Depends how well I know her/him 7 (5) 5 (3) 12 (4)
Don’t know 3 (2) 11 (7) 14 (4)
Missing 9 (5) 1 (1) 10 (3)
 
 
 
 
GP compliance with interventions as allocated 
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For 156 patients in the Intervention group, GPs completed 151 (97%) of 156 
checklists.  For 156 patients in the Control group, GPs completed 146 of 156 
(96%) checklists (χ2 =1.75 df 1 p= 0.186).  For the 151 checklists completed 
for the Intervention group, 140 (93%) confirmed that the Safe Sex 
intervention had been delivered. 
 
Stage of change 
 
As stated in the Method section, the Intervention group were to receive 
advice and a safe sex package.  Information from GPs’ checklists indicated 
the Intervention group’s stage of change in regard to sexually transmitted 
disease risk as follows; 4 (3%) were in pre-contemplation, 15 (10%) in 
contemplation, 9 (6%) in preparation, 5 (3%) in action mode, 69 (46%) in 
maintenance, and 49 (32%) were not applicable (never sexually active, or 
monogamous).   As stated above, five checklists were not completed. Table 
5.28 shows the GPs’ assessments. 
 
 
Table 5.28  Patients’ stage of change as assessed by GPs 
 
(N=151) GP’s assessment 
n (%) 
Stage of change 
Maintenance 69 (46)
Action 5 (3)
Preparation 9 (6)
Contemplation 15 (10)
Pre-contemplation 4 (3)
Not applicable 49 (32)
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Follow-up 
 
Consent to follow-up  
 
Of the 156 in the Intervention group, 116 (74%) agreed to receiving a follow-
up questionnaire in three months’ time.  Of the 156 in the Control group, 121 
(78%) agreed.  However, as 56 of 90 (62%) of males agreed and 181 of the 
222 (82%) of females agreed, there was a significant difference on the basis 
of gender, specifically, males being less likely to agree (see table 5.29). 
There was no difference in followup agreement on the basis of sexual 
orientation or age group.   
 
 
Table 5.29  Characteristics of those who agreed and those who refused to 
receive a follow-up questionnaire   
 
 Yes to follow-
up (N=237)
n (%)
No to follow-up 
(N=75) 
n (%) 
test statistic
Sexual orientation      
      (N=307) 
 
Heterosexual  207 (89) 70 (93) 
Bisexual/homosexual 12 (5) 2 (3) 
Not sure  13 (6) 3 (4) χ2 (4)   =3.85 p=0.426
  
Age group  (N=312)  
18-21 110 (46) 38 (51) 
22-25 127 (54) 37 (49) χ2 (1)  =0.413 p=0.52
  
Gender   (N=312)  
Male  56 (24) 34 (45) 
Female 181 (76) 41 (55) χ2 (1)  =13.07 p<0.001
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Actual response rate to 3-month follow-up questionnaires 
 
 
Two hundred and thirty-seven patients agreed to follow-up and gave their 
names and addresses on the detachable sheet of the waiting-room 
questionnaire.  Of these, 127 of the 181 females (65 in Control group and 62 
in Intervention group) actually completed and returned questionnaires.  
Thirty-four males of the 56 (18 in Control group and 16 in Intervention 
group) completed and returned follow-up questionnaires.  The response rate 
for those who agreed to follow- up was 68%; 70% for females and 61% for 
males. However, if taken overall, including those who refused follow-up, the 
response rate was 52% (see flowchart on following page).  Non-smokers 
were more likely to respond than regular smokers (defined as those who 
either smoked occasionally or smoked every day)  (Χ2  = 13.32 df 1 p<0.001). 
Sexual orientation was not associated with response rate.  The baseline group 
and the group from whom follow-up questionnaires were received were 
similar in their sexual orientation (table 5.30) 
 
Table 5.30  Sexual orientation, by group, at baseline & at follow-up 
 
Baseline (N=312) Intervention  
N=156
n (%)
Control 
N=156 
n (%) 
Total 
N=312 
n (%) 
   
Heterosexual  143 (92) 133 (85) 276 (88) 
Not heterosexual/not 
sure 
13 (8) 23 (15) 36 (12) 
   
Follow-up (N=161) Intervention  
 N=77
n (%)
Control 
N=84 
n (%) 
Total 
N=161 
n (%) 
   
Heterosexual 69 (90) 76 (90) 145 (90) 
Not heterosexual/not 
sure 
8 (10) 8 (10) 16 (10) 
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Flow chart of response 
 
 
 
312 waiting-room respondents 
 
←                    → 
 
↓      ↓ 
Intervention group = 156   Control group = 156 
 40 refused follow-up   ↓   35 refused follow-up  
= 116 (74%)  ↓  = 121 (78%) 
 
←                      → 
 
 
38 non-returns    ↓   38 non-returns 
  =77 (66%)  ↓  =84 (69%)  
  (49% of initial sample)  (54% of initial sample) 
  
161 follow-up questionnaires were returned 
52% response rate 
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Comparison of those who did not agree or did not complete follow-up with 
those who completed follow-up 
 
The following table (Table 5.31) compares the demographics of those who 
did not either agree to, or complete follow-up, with the group who completed 
follow-up questionnaires.  Gender and smoking status were associated with 
follow-up, in that both males and current smokers were disproportionately 
under-represented in the follow-up sample.  
 
Table 5.31 Demographics of respondents who refused or did not 
complete follow-up compared to followed-up respondents 
 
(N=312) Not followed up
N=151
n (%)
Followed-up
N=161
n (%)
test statistic
Country of birth 
Australia 99 (66) 118 (73)
Other country 52 (34) 43 (27)
 Χ2(1) = 2.19 p= 0.138 
Gender 
Male 56 (37) 34 (21)
Female 95 (63) 127 (79)
 Χ2(1) = 9.68 p= 0.002 
Age group 
18-21 69 (46) 79 (49)
22-25 82 (54) 82 (51)
 Χ2(1) = 0.356 p= 0.551 
Employment status 
Student 56 (39) 74 (46)
Employed 86 (61) 87 (54)
 Χ2(1) = 1.54 p= 0.214 
 
Smoking status 
Smoker 72 (48) 53 (33)
Non-smoker 79 (52) 108 (67)
 Χ2(1) = 7.07 p= 0.008 
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Comparison of those agreeing to, but not completing, follow-up with those 
who returned follow-up questionnaires 
 
 
Demographics (country of birth, gender and age group) of those agreeing to 
follow-up, but not returning their questionnaires, and those who did complete 
follow-up do not differ.  However, employment status and smoking status 
were negatively associated with return of questionnaires; both the fully 
employed and current smokers were less likely to complete follow-up, once 
agreed (see table 5.32).  
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Table 5.32  Demographics of patients who agreed to follow-up, 
comparing those who completed to those lost to follow-up  
 
(N=237) Completed follow-up
(N =161)
n (%)
Lost to follow-up 
(N =76) 
n (%) 
Test statistic
Country of birth  
Australia 118 (73) 57 (75) 
Other country 43 (27) 19 (25) Χ2 (1) =0.078  p= 0.78
  
Gender  
Male 34 (21) 22 (29) 
Female 127 (79) 54 (71) Χ2 (1) =1.754  p= 0.185
  
Age group  
18-21 78 (48) 32 (42) 
22-25 83 (52) 44 (58) Χ2 (1) =1.423  p= 0.233 
  
Employment 
status 
 
Student 74 (46) 20 (26) 
Employed 87 (54) 56 (74) Χ2 (1) = 6.485  p=0.011
  
Smoking status  
Smoker 53 (33) 44 (58) 
Non-smoker 108 (77) 32 (42) Χ2 (1) =  13.32  p=0.001
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Outcome measures  
 
Using responses from followed-up respondents, the next section summarises, 
firstly, self-reported risk behaviour using the indicators of new sexual 
partners and condom use with new partners; perceived risk, using the 
outcome measures of self-perceived risk for sexually transmitted disease, 
HIV, unwanted pregnancy and hepatitis; and, using a composite score of 
eleven items, knowledge of HIV transmission;.   
 
Risk behaviour 
 
Sexual experience and behaviour at follow-up are described in the following 
three tables (5.33, 5.34 and 5.35). 
 
Table 5.33 Sexual experience, by group, at post-test, all responding to 
follow-up  
 
(N =161) Intervention
 (N=77)
n (%)
Control
(N=84)
n (%)
Test statistic
Ever had heterosexual sex 
Yes 61 (80) 70 (83)
No 15 (19) 14 (17) Χ2(1)= 0.253 p=0.615 
  
 
Heterosexual sex in last 3 
months 56 (73) 60 (71)
 
Number of sexual partners in 
the last 3 months? (N=116) 
 
One 45 (80) 52 (87)
2-4  9 (16) 7 (12)
5-10 2 (4) 0
>10 1 (2) Χ2(3)= 3.62 p=0.305 
  
 
 
Table 5.34   New sexual partners, by group, at post-test (of those who 
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had sex in the last 3 months)    
 
(N=116) Intervention 
  N=58
n (%)
Control 
N=57
n (%)
test statistic
Have you had sex with a 
new partner in the last 3 
months? 
 
Yes 11 (14) 13 (15)
No 46 (60) 45 (54) Χ2 (1) = 0.169  p=0.681
 
 
 
Hence, there was an equivalent proportion of respondents with new partners 
in each group at post-test. 
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Table 5.35  First sex with new partner, by group, at post-test  
    
(N=24) Intervention 
(N=11)
n (%)
Control 
(N=13)
n (%)
test statistic
When you first had sex with 
this new partner, did you- 
 ..ask about HIV/discuss 
safe sex?  
Yes 4 (36) 5 (38)
No 7 (64) 8 (62) Χ2 (1) = 0.01 p=0.916
 
.. find out if they were an 
injecting drug user? 
Yes 4 (36) 3 (23)
No 7 (64) 10 (77) Χ2 (1) = 0.509 p=0.476
 
 .. find out if they also have 
other partners? 
Yes 5 (45) 7 (54)
No 6 (54) 6 (46) Χ2 (1) = 0.168  p=0.682
 
Was a condom used on this 
first occasion? 
Yes 8 (73) 10 (77)
No 3 (27) 3 (23) Χ2 (1) = 0.056  p=0.813
 
 
 
Hence, there was also an equivalent use of questions by Intervention and 
Control groups to assess partner’s risk at post-test, and an equivalent 
proportion using condoms on first occasion of sex. 
 
Risk perception 
 
Table 5.36 shows post-intervention risk perceptions by group, using three 
answer categories; ‘perhaps’ and ‘don’t know’ answers were combined.   
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Table 5.36  Perceptions of personal risk at post-test, by group  
 
(N=161) Intervention
(N=77)
(missing=2)
n (%)
Control 
(N=84) 
n (%) 
Test statistic
Are you at risk for an 
STD? 
 
No 49 (64) 63 (75) 
Perhaps/ Don’t know 21 (27) 18 (21) 
Yes 5 (6) 3 (4) 
  Χ2(2) =1.978 p= 0.372 
Are you at risk for 
HIV? 
 
No 56 (73) 67 (80) 
Perhaps/ Don’t know 16 (21) 13 (15) 
Yes 3 (4) 4 (5) 
  Χ2(2) =0.93 p= 0.628 
Are you at risk of an 
unwanted pregnancy? 
 
No 48 (62) 58 (69) 
Perhaps/ Don’t know 22 (29) 17 (20) 
Yes 5 (7) 9 (11) 
  Χ2(2) = 2.22 p= 0.329
Are you at risk of 
hepatitis B or C? 
 
No 31 (40) 41 (49) 
Perhaps/ Don’t know 38 (49) 37 (44) 
Yes 6 (8) 6 (7) 
  Χ2(2) = 0.89 p= 0.639
  
 
 
Hence there were no differences between post-test responses by group for 
each of these four items.   
 
So far, results have compared baseline values and risk perceptions at 
followup for Intervention and Control groups.  Analysis will now further 
examine changes from baseline to follow-up, firstly for risk perception, and 
then for knowledge.  Pre-to post-test comparisons show a change in the 
proportions answering ‘yes’, ‘perhaps’ and ‘no’ to perception of risk for 
 171
hepatitis in both the Intervention and Control groups.  Table 5.37 illustrates 
the change in risk perceptions from ‘no’ to ‘perhaps’ from baseline to post-
test, in both groups.   
 
 
Table 5.37  Perceptions of risk at pre-test and post-test, by group  
 
(N=161)   Intervention (N=75)
(missing responses =2)
n (%)
Control (N=84)
n (%)
 Yes Perhaps/
don’t know
No Yes Perhaps/
don’t know
No
Are you at risk 
for an STD?  
 
  
Pre-test 7 (9) 17 (21) 51 (68) 6 (7) 21 (25) 57 (68)
Post-test 5 (7) 21 (28) 49 (65) 3 (4) 18 (21) 63 (75)
  
Are you at risk 
for HIV? 
Yes Perhaps No Yes Perhaps No
  
Pre-test 6 (8) 17 (23) 52 (69) 5 (6) 17 (20) 62 (74)
Post-test 3 (4) 16 (21) 56 (75) 4 (5) 13 (15) 67 (80)
  
  
Are you at risk 
of an unwanted 
pregnancy? 
Yes Perhaps No Yes Perhaps No
  
Pre-test 10 (13) 16 (21) 49 (65) 10 (12) 10 (12) 64 (76)
Post-test 5 (7) 22 (29) 48 (64) 9 (11) 17 (20) 58 (69)
  
  
Are you at risk 
of hepatitis B or 
C? 
Yes Perhaps No Yes Perhaps No
  
Pre-test 4 (6) 21 (28) 49 (66) 4 (5) 22 (26) 58 (69)
Post-test 6 (8) 38 (51) 31 (41) 6 (7) 37 (44) 41 (49)
  
In the next analysis, the answers to the ‘perceived risk’ questions were 
converted into dichotomous variables, so that all who answered ‘no’ were 
compared to all those who were unsure or responded ‘yes’.  The results are 
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seen in Tables 5.38. 
 
 
Table 5.38 Perceptions of risk by group at pre- and post-test, using 
dichotomous variables  
 
(N=161) Intervention (N=75)
n (%)
Control (N=84)
n (%)
 yes/perhaps 95% CI yes/perhaps 95% CI
Are you at risk 
for an STD?  
 
  
Pre-test 24 (32) (22-42) 27 (32) (22-42)
Post-test 26 (35) (26-46) 21 (25) (16-34)
  
…for HIV?  
  
Pre-test 23 (31) (21-41) 22 (26) (17-35)
Post-test 19 (25) (15-35) 17 (20) (11-28)
  
…of an 
unwanted 
pregnancy? 
 
  
Pre-test 26 (35) (22-42) 20 (24) (15-33)
Post-test 27 (36) (25-47) 26 (31) (21-41)
  
…of hepatitis 
B or C? 
 
  
Pre-test 25 (34) (23-45) 26 (31) (21-41)
Post-test 
 
 
44 (59) (48-70) 43 (51) 
 
 
(40-61)
 
 
 
Hence, risk perceptions for hepatitis changed in both groups.  Perceptions of 
risk for other conditions did not change.  
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Table 5.39 Perceptions of risk by group at post-test, using dichotomous 
variables  
 
(N=161) Intervention
(N=77)
(missing=2)
n (%)
Control
(N=84)
n (%)
Test statistic
Any risk 
‘yes’ to at least one 
risk 
44 (57) 43 (51)
‘yes’ to at least two 24 (31) 15 (18)
‘yes’ to at least three 17 (22) 11 (13)
‘yes’ to all four 10 (13) 3 (4)
 
Yes to any risk 52 (69) 59 (70) χ2(1) = 0.01 p= 0.901
 
  
 
 
Regression analysis 
 
Risk perceptions  
 
On examining risk perceptions by frequency, minimal changes seemed to 
have taken place overall from pre- to post-test.  One GP had only one patient 
in the study who agreed to, and completed, follow-up.  In order to use the 
strata command in STATA, a minimum of 2 patients are required for each 
GP.  Analysis including this participant, but not considering GP as a strata, 
had minimal effect on the point estimates.  There was no GP checklist for 
this patient and therefore no documentation of the intervention.  In addition, 
she gave the same answers to risk perceptions at both baseline and at 
followup. Therefore this patient was excluded from the following analysis.  
 
In addition, it was decided to combine risk perceptions for the four sexually 
transmitted conditions into one variable named ‘any risk’ for the purpose of 
the logistic regression. 
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The odds of risk behaviour or perceptions were significantly higher at post 
test than at pre test for the control group but not for the intervention group. 
The prepost by group interaction term was not statistically significant, 
indicating that the change from baseline to follow up was not different 
between the control and intervention groups.   
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Table 5.40  Factors associated with risk perceptions- logistic regression 
analysis 
 
Yes to any risk Odds 
Ratio
Std. 
Error
t p value 
for 
Wald 
test 
95% C.I.
for O.R.
  
Control group post-test 2.6 0.69 3.67 0.00 (1.5-4.4)
Control group pre-test 1.00  
  
Intervention group post-test 1.3 0.40 0.93 0.35 (0.72-2.4)
Intervention group pre-test 1.00  
  
Male 1.1 0.40 0.33 0.74 (0.55-2.3)
Female 1.00  
  
Age group 22-25  0.73 0.25 -0.9 0.37 (0.38-1.4)
Age group 18-21 1.00  
  
Post-school qualifications 1.9 0.69 1.81 0.072 (0.94-3.9)
High school only 1.00  
  
Non-smoker 0.47 0.17 -2.04 0.042 (0.23-0.97)
Current smoker 1.00  
  
Non-drug user  0.5 0.16 -2.14 0.034 (0.26-0.95)
Has used drugs 1.00  
  
Not heterosexual/not sure 2.9 1.81 1.71 0.08 (0.84-10.0)
Heterosexual  1.00  
  
 
 
Results of the logistic regression show that males, those in the older age 
group, people with post-school qualifications, smokers, those who had used 
either marijuana or injected drugs, and those who were not definitely 
heterosexual were more likely to perceive themselves at risk for HIV, 
sexually transmitted diseases and conditions. 
 
 
Knowledge of HIV transmission 
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At baseline, 18% of the Intervention group and 12% of Control group scored 
between 0 and 9 on the knowledge test; 33% of each scored 10; 48% of the 
Intervention group and 55% of the Control group scored 11.  Median scores 
were 10 and 11 respectively.  On comparing these results with the post-test 
results by group, no significant change occurred (see table 5.41). 
 
 
 
Table 5.41  HIV knowledge scores by group, at post-test  
 
(N =161) Intervention 
(N=77)
n (%)
Control
(N=84)
n (%)
Test statistic 
Number of 
answers correct 
 
5-9 11 (15) 7 (8)  
10 28 (36) 31 (37)  
11 38 (49) 46 (55) χ2(2)=1.497 p=0.473 
  
Median 10 11  
 
 
 
 
Tables 5.42, 43, and 44 compare HIV knowledge scores by sex, age and 
education level to examine any differences between these demographic 
variables.   
 
 
 
 
 
 
 
 
 
 
Table 5.42  HIV knowledge scores by gender, at post-test  
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(N =160) Female
(N=127)
n (%)
Male
(N=33)
n (%)
Test statistic
Number of answers 
correct 
5-9 16 (13) 2 (2)
10 47 (37) 11 (33)
11 64 (50) 20 (61) χ2(2)=1.613 p=0.446
 
Median 10 11
 
Table 5.43  HIV knowledge scores by age group, at post-test  
 
(N =160) 18-21 yrs
(N=78)
n (%)
22-25 yrs
(N=82)
n (%)
Test statistic
Number of  
answers correct 
5-9 10 (13) 8 (9)
10 33 (42) 25 (31)
11 35 (45) 49 (60) χ2(2)=3.56 p=0.169
 
Median 10 11
 
Table 5.44  HIV knowledge scores by education level, at post-test  
 
(N =159) High school 
only
(N=53)
n (%)
Post-school 
qualifications
(N=106)
n (%)
Test statistic
Number of  
answers correct 
5-9 5 (9) 13 (9)
10 17 (32) 41 (39)
11 31(59) 52 (49) χ2(2)=1.275 p= 0.529 
 
Median 11 10
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Table 5.45  Factors associated with knowledge of HIV transmission- 
logistic regression analysis 
 
Higher knowledge Odds 
Ratio
Std. 
Error
t p value 
for Wald 
test 
95% C.I. 
for O.R.
  
Control group post-test 1.6 0.41 1.86 0.06 (0.97-2.6)
Control group pre-test 1.00  
  
Intervention group post-
test 
1.4 0.31 1.29 0.19 (0.85-2.1)
Intervention group pre-
test 
1.00  
  
Female  0.89 0.31 -0.32 0.75 (0.44-1.8)
Male 1.00  
  
Age 18-21 0.67 0.19 -1.33 0.18 (0.38-1.2)
Age 22-25 1.00  
  
Language English  3.8 1.9 2.62 0.009 (1.4-10.5)
NESB 1.00  
  
‘Ever’ drug user  2.1 0.66 2.3 0.02 (1.1-3.9)
Never used drugs 1.00  
  
 
 
 
Results of the logistic regression analysis are shown in table 5.45.  As 
mentioned previously, the cut point for knowledge was set at 9 for the 
purpose of this analysis, so that those who scored 9 or less were classed as 
‘low’ and those scoring 10 or 11 were classed as ‘high’.  Both Intervention 
group and Control group scored higher at post-test; also males, those in the 
older age bracket, those who were from an English-speaking background, 
and those who had ever used drugs were more likely to score highly, using 
this division.  
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The odds of high knowledge scores were not significantly higher at post test 
than at pre test for either the control or intervention group (although p = 0.06 
for control group).  Again, the prepost by group interaction term was not 
statistically significant, indicating that the change from baseline to follow up 
was not different between the control and intervention groups.   
 
Intention to minimise risk 
 
One question was asked about action to minimise risk, based on the 
underlying Transtheoretical Model of behaviour change.  All respondents 
were asked to estimate ‘in the next three months, how likely is it you will use 
a condom every time you have sex with someone other than your usual/long-
time partner?’  This question was repeated in the follow-up questionnaire.  
Those who answered ‘not applicable’ were excluded from the following 
analysis.  Results for the followed-up group are shown in table 5.46. 
 
 
 
Table 5.46 Intention to use condom, by group, post-test 
 
(N=104) Intervention  
(N=49) 
n (%) 
Control
 (N=55)
 n (%)
In the next 3 months, how likely is it you will use a 
condom every time you have sex with someone 
(other than your usual partner)? 
 
Definitely will 31 (63) 32 (58)
Probably will 8 (16) 12 (22)
Not sure 4 (8) 4 (7)
Probably won’t 4 (8) 4 (7)
Definitely won’t 
 
2 (4) 2 (3)
 
 
 
 
 
Recall of intervention 
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Recall of the GP’s Safe Sex intervention 
 
In the follow-up questionnaire, patients in the Intervention group were asked 
if they recalled their GP asking them questions about sexual behaviour, their 
risk of HIV or STD, and drug-taking, and if they remembered getting any 
leaflets or condoms from the GP at their initial visit (the index consultation). 
 Then, they were asked how easy they felt it was to discuss sex problems 
with their doctor, and, finally, from where or whom they would prefer to get 
information about sex matters.   Table 5.47 shows recall by the Intervention 
group of the safe sex intervention at the index consultation.  While over two-
thirds (68%) recalled advice about safe sex, only 45 (58%) of the 
Intervention group remembered receiving any of the contents of the ‘Safe 
Sex’ package. 
 
 
Table 5.47  Recall of intervention 
 
(N=77) Intervention 
n (%) 
Do you recall your GP asking about.. 
 
Yes 
-sexual orientation 18 (24) 
-sexual practices 39 (51) 
-risk of HIV or other STD 40 (53) 
-how many sex partners you’ve had 23 (30) 
-drug-taking 31 (41) 
 
Do you recall your GP...  
 
 
giving information on safe sex? 52 (68) 
giving practical advice on drugs? 17 (22) 
giving you a package of leaflets, etc?  45 (58) 
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Table 5.48 shows the Intervention group’s reported ease of talking about sex 
with their GP and where they preferred to get information about sex.  As this 
was a sample recruited from GPs, it is unsurprising that half indicated a 
preference for receiving information about sex from their usual GP. 
 
 
Table 5.48  Preferred sources of information about sex 
 
(N=77) Intervention 
n (%) 
How easy is it to talk to your doctor about sex?   
Very easy 17 (22) 
Somewhat easy 37 (48) 
Awkward 14 (18) 
Difficult 2 (3) 
Very difficult 6 (8) 
Missing  1 (1) 
  
Where do you prefer to get information about 
sex and related problems? 
 
Usual GP 38 (49) 
Sexual health clinic 9 (12) 
Family planning clinic 9 (12) 
Friends 8 (10) 
Other (media, books, etc) 6 (8) 
Another GP who doesn’t know me 4 (5) 
Nurse or health professional 1 (1) 
Family member 0 
Missing  2 (3) 
  
 
(Note: only one item from the list was to be indicated)    
 
 
 
 
 
 
 
 
Table 5.49  Preferred sources of information, males compared to 
 182
females, Intervention group  
 
 
Where do you prefer to get 
information about sex and 
related problems? 
Males
 (N=16)
n (%)
Females
 (N=59)
n (%)
Test statistic 
Usual GP 8 (50) 30 (50)
Sexual health clinic 2 (12) 7 (12)
Family planning clinic 0 9 (15)
Friends 4 (25) 4 (7)
Other (media, books, etc) 1 (6) 5 (9)
Another GP who doesn’t 
know me 
1 (6) 3 (5)
Nurse or health professional 0 1 (2)
 χ2(6)= 6.745 p=0.345 
 
 
Table 5.49 compares males and females’ preferences for sources of 
information about sex.  A higher proportion of males than females cited 
friends as a preferred source of information. 
 
Discussion 
 
The candidate designed a randomised controlled trial to evaluate the 
effectiveness of a GP-initiated counselling intervention to modify risk 
behaviour and risk perceptions for sexually transmitted diseases, HIV, and 
hepatitis B or C and to increase knowledge of methods of HIV transmission 
among general practice patients aged 18-25 years. 
 
Key findings 
 
 
Young adult patients of the general practitioners in this Sydney study 
attended more often for respiratory problems or for genito-urinary problems, 
compared to general practice patients of all ages.  For 36% of patients, it was 
the first visit to this GP, while another 34% had been a patient of the GP for 
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over 12 months.  
 
The initial response rate was encouraging, at 91%, and males, although less 
common than young females in general practice, were more likely to 
participate in the waiting-room questionnaire.  However, they were less 
likely to agree to follow-up and even less likely to return followup 
questionnaires, once agreed.  Also, smokers were less likely to agree or 
comply with follow-up, an effect which has been noted in other studies.  The 
rate of marijuana use, although the candidate did not ask whether this was 
occasional or regular, was fairly high at 33%.  However this is consistent 
with other findings (National Drug Strategy Household Survey 1998).  
 
The rate of sexual risk-taking, pre-intervention, was low.  Only 13% had had 
more than one sexual partner.  At baseline, 59 (19%) of the total group had 
had a new partner in the previous three months; on the first occasion of sex, a 
discussion of safe sex took place in 56% of encounters, 38 (64%) had used a 
condom and 38 (64%) had raised the subject of other partners. Also at 
baseline, 256 (81%) had heterosexual sex in the previous three months.  At 
follow-up, 116 (72%) had sex with someone of the opposite sex in the 
previous three months; 54 in the Intervention group and 56 in Control group. 
 Eleven (14%) of the Intervention group and 13 (15%) of the Control group 
reported at follow-up that they had a new sexual partner in the previous three 
months.   
 
Risky sexual behaviour, for the purpose of this study, was defined as having 
a new partner within the previous 3 months and not using condoms at first 
occasion of sex.  This definition of ‘risk behaviour’ is almost identical to that 
used in the NSW Health survey described in Chapter Six.  The only 
difference is the time frame used (one year in the NSW Health Survey).  
Only three respondents in each group had not used condoms at the first 
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occasion of sex with this new partner; however, no questions had been asked 
about partner status and therefore no reliable conclusions can be made about 
the degree of risk.  Differences in reported behaviour did not occur between 
the Intervention and the Control group patients at follow-up.  It would appear 
that the intervention had little effect on risk behaviour, but as already stated, 
those who did not use condoms with a new partner may have had no reason 
to do so (if the partner was a virgin, for example). 
 
Did the intervention influence the patients’ perception of risk for HIV, 
sexually transmitted diseases, or conditions such as pregnancy?  There was a 
shift from ‘no’ to ‘perhaps/yes’ in both groups, which reached significance in 
the logistic regression analysis.  Perceptions of overall risk increased in both 
groups from pre- to post-test, but the increase was greater in the Control 
group than in the Intervention group. Therefore it seems that the intervention 
had small effect on the Intervention group.  It is interesting to note that the 
number of homosexuals or bisexuals was low, although higher than estimates 
for the general population aged 18 and over (National Pilot Survey of Health 
& Relationships 1999, unpublished data) at 5%, and moreover, most of these 
happened to be assigned to the Control group.  (Two individuals (2%) in the 
Intervention group declared themselves as definitely bi- or homosexual, and 
12 (8%) in the Control group, while three in each group were unsure).  The 
cause of the Control group’s change cannot be determined, except that 
completing the initial questionnaire may have prompted respondents who did 
not receive the intervention to find out more about these conditions, 
especially if they had a greater interest in the subject.  This effect (of control 
group participants modifying their behaviour to the same extent as 
experimental group subjects) has been noted in other studies (Calsyn, Saxon, 
Freeman & Whittaker 1992; Dengelegi, Weber & Torquato 1990; Gibson, 
Lovelle-Drache & Young 1991; cited in Aids & Behavior, 1994, p. 111).  
This would maybe account for the fact that both groups changed, but still 
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does not explain the Intervention group showing a smaller change than 
Control subjects.  However, the Intervention group had a higher perception 
of risk at baseline, and this would perhaps affect the margin for change. 
 
The results from logistic regression analysis showed that younger patients, 
males, smokers, ‘ever’ drug users, patients with post-school qualifications, 
and those who were not exclusively heterosexual or who were unsure about 
their sexuality were more likely to perceive themselves as being ‘at-risk’ of 
sexually transmitted diseases or conditions, although this risk was not always 
borne out by their stated behaviour.  Knowledge of methods of HIV 
transmission was high and showed no increase at post-test. Therefore the 
intervention must be presumed to have had no effect on knowledge levels 
(although there was little room for improvement).  Limitations of the study 
include the lack of information on how the participants in both groups may 
have found out more about HIV and sexually transmitted diseases in the 
period between baseline and follow-up.  Levels of HIV testing were also 
high, at 34%; however, this again is consistent with other findings (Ward & 
Sanson-Fisher 1995).  Patients in the older age group, males, native English-
speakers and ‘ever’ drug users were more knowledgeable about HIV 
transmission. Knowledge was high for all, both at baseline and at follow-up.   
 
The patients mostly felt comfortable discussing sex and related problems 
with their usual general practitioner, and in addition, the followed-up group 
was more likely to ask their GP for information about sex than to go to other 
sources.  However, 29% still felt it awkward or difficult.  Overall, 91% had 
no objection to the GP asking about their sexual orientation, 79% would not 
object to being asked about sexual practices, 81% did not object to being 
asked about numbers of partners, and 89% did not object to being asked 
about drug-taking.  In addition, 83% and 85% respectively raised no 
objection to being given information on safe sex or practical advice about 
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drugs.   
 
Conclusion 
 
The methodological limitations of the study include the relatively small 
group of GPs (23) who participated in the study, the small ensuing patient 
sample size (312 initial respondents) and the consequent loss to follow-up, 
resulting in only half those recruited at baseline being followed up.  The 
implications of this loss to follow-up are that the analyses with clustering for 
GP, although carried out, had a much lower power than anticipated.  A larger 
sample size would have minimised the risk of a Type II error.  Also, because 
males attend GPs less often than females, there were fewer males in the 
study.  Further, only indirect measures were possible to corroborate that GPs 
adhered to the randomisation.  While GPs indicated that they did, patient 
recall in the Intervention group was low.  Another factor, although unknown, 
is that patients who were more ‘at risk’ may have refused to participate. 
 
Resources available to the candidate for the designed intervention were 
limited and did not include the means to produce a video.  In addition, 
patients and GPs would have found it difficult to commit the time to 
extended consultations such as use of a video would have demanded.      
 
Nevertheless, this study suggests that an opportunistic discussion about 
sexual risk behaviour in the context of a routine consultation, e.g. for a 
respiratory condition, is acceptable both to GPs and to young patients, even 
though individual risk may be low.     
 
It is thus recommended that further research be carried out in this area and 
more intensive interventions be trialled.  Certainly, a larger sample size 
would enable more conclusions to be made about the effectiveness of such a 
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brief intervention.  A more intensive intervention conducted with targeted 
subjects ‘at-risk’ should be tested.   
 
This study also raises the issue of the efficiency of targeting risk behaviour in 
general practice.  Hence, the following chapter will examine sexual risk 
behaviour in a population-based study.  
 
 
 
 
  
CHAPTER SIX 
 
A population-based survey of HIV/STD risk behaviour in Central Sydney 
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Introduction 
 
As discussed in Chapter One, an estimated 19738 people had been infected 
with HIV in Australia, cumulative to December 1996 (Partnerships in 
Practice: National HIV/AIDS Strategy 1996-7 to 1998-99).  While male cases 
predominate, and 85% of these were acquired through homosexual contact, 
about 700 women and 80 children were living with HIV at the same date.  To 
date, heterosexual transmission has been uncommon in Australia.  There has, 
however, been a clear shift in the route of infection, with a steady increase in 
the annual number of new HIV diagnoses attributed to heterosexual contact, 
from 4.2% in 1988-90 to 9.8% in 1993-4 (in males), and 61% in 1988-90 to 
78% in 1993-4 (females).  This is in contrast to the decreasing trend in HIV 
transmission through sexual contact between men  (Feachem 1995, National 
HIV/AIDS Strategy 1996-7 to 2000-01). In the NCEHCR report of 2000, data 
is given which shows a rise in AIDS cases acquired by heterosexual 
transmission from 4.9% in 1990 and 24.4% in 1999, while the proportion 
acquired by male homosexual contact was 83.4% in 1991 and 63.7% in 1999 
(NCEHCR 2000).     
 
New South Wales has the highest rate of HIV/AIDS of all States in Australia 
(HIV/AIDS and related diseases in Australia; Annual Surveillance Report 
1997).  Of its 17 Area Health Services, South-Eastern Sydney Area has the 
highest rate, followed by Central Sydney Area (Public Health Surveillance 
Reports).  Among the small proportion of people who have acquired HIV 
heterosexually, late diagnosis is more likely than those acquiring the disease 
from other modes of transmission.  Over half of those who developed AIDS 
between 1991 and 1994 following heterosexual acquisition of HIV were 
diagnosed with HIV infection less than three months before their AIDS 
diagnosis  (Feachem). This would seem to indicate a lack of awareness of risk 
behaviour.  Ward & Sanson-Fisher’s 1992 prevalence study of general 
practice patients in Sydney aged 18-50 years revealed a level of risk-taking 
behaviour that also suggests little concern for sexually transmitted disease risk 
(Ward & Sanson-Fisher 1995).  
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Population monitoring data are used for determining the extent of HIV/AIDS 
and for monitoring trends as well as for advocacy and planning purposes 
(WHO 1995). There have been at least 17 national surveys in different 
countries around the world since 1986, with the largest in France (ACSF 
Investigators, 1992) Britain (Wellings et al 1994), and the USA (Laumann et 
al 1994).  The national surveys which were the subject of published papers are 
described and discussed in Chapter Two.  At least three have been published 
as complete books (Laumann, Gagnon, Michael and Michaels, 1994; 
Wellings, Field, Johnson and Wadsworth 1994, Davis, [New Zealand] 1996). 
 
The first and, to date, only Australian national survey of sexual behaviour was 
conducted by Ross in 1986-7.  This survey of 2601 adults was the first attempt 
to quantify risk factors in Australia.  Results from this survey indicated that 
11% of Australian men (and 14% of NSW men) had ever had sex with another 
man, and 87% with a woman; that 91% of women had ever had sex with a 
man and 5% with a woman.  Sex with a prostitute was reported by 19% of 
men.  However, this research did not ascertain the prevalence of a number of 
factors which could contribute to risk, including the number of sexual partners 
in a specified time frame; neither did it report any questions about condom use 
(Ross 1988).  
 
The National AIDS Education Campaign Benchmark survey in 1986-7 was 
the first national report on condom use in the context of prevention of sexually 
transmissible disease since the introduction of HIV/AIDS to Australia 
(Summary report 1, General population and adolescents, 1988).  Previous 
research in Australia had monitored condom use, but typically their focus had 
been on contraception (Santow 1991).  For the Benchmark survey, a total of 
1511 adults aged between 16 and 60 years plus 200 adolescents aged 12-15 
years were interviewed about awareness, knowledge and attitudes about AIDS 
and current behaviour.  About one in six (14%) single men and 13% of single 
women reported ‘always’ using condoms during sex.  Of concern, 41% of all 
males who had had any kind of sex with more than one person in the last 3 
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months (defined as ‘multi-partnered’) and 56% of multi-partnered females 
reported ‘never’ using condoms (Benchmark Survey 1988). 
 
The only Australian study that linked contraception, sexual health and 
protection against sexually transmitted diseases was the Contraceptive and 
Protective Practices Survey of 1995, commissioned by the Commonwealth 
Department of Community Services and Health.  In the 16-24 year age group, 
the percentage of single, non-virgin men reporting ‘always’ using condoms 
was 29%, for 25-34 year olds it was 23%, for 35-44 year olds it was 12.5% 
and in the 45 plus age group it was 13% (Reark Research, Commonwealth 
Department of Community Services and Health, 1995). 
 
Hennrikus, Maxwell, Bowman, & Sanson-Fisher conducted a community 
survey of AIDS risk factors in 1990/91 and discussed the methodological 
issues in an unpublished paper.  Their response rate was 68% and 1275 people 
aged over 15 (55% female, 45% male) answered self-administered 
questionnaires.  The results show a very low rate of sexual risk behaviour: 
condoms were used ‘sometimes’ by 33% of females with more than one 
partner in the previous three months (n=12) and by 19% of multi-partnered 
males (n=21); very few had been asked about sexual risk by their general 
practitioner (3% of males, 4% of females), and 90% perceived their own risk 
of HIV as low. Only one person had shared a needle for injecting drug use, 
and only three males had had homosexual contact in the previous three 
months, 18 ‘ever’ (Hennrikus, Maxwell, Bowman, & Sanson-Fisher, Faculty 
of Medicine, University of Newcastle 1991, unpublished). 
 
In 1994, the NSW Health Department conducted a state-wide Health 
Promotion Survey.  This was the first comprehensive survey of health 
behaviours, personal risk factors and environmental risk factors conducted in 
NSW (NSW Health Promotion Survey Report 1994).  It was intended to 
provide information to support State-wide initiatives in health promotion and 
public health.  Sixteen thousand respondents were asked about their health 
status, health risk behaviours and health perceptions.  Sections of the Survey 
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asked about Nutrition (nine questions); Exercise (six questions); Health status 
(17 questions, with additional subsections about alcohol and cigarette-
smoking); Sun protection (seven questions); Injury (13 questions, including a 
child subsection); Safety issues (six); Psychological health (six).  
Supplementary questions asked about guns, government-run Health services, 
and about oral contraceptive use.   
 
In an attempt to define an ‘at risk’ population, sexual health questions were 
asked of all those under 50 years (9542 or 65% of the sample).   A series of 
questions pertinent to STD risk were asked, specifically how many partners 
had they had sexual intercourse with in the last 12 months, and how many in 
their lifetime.  Those under 40 years (4200 or 50% of the sample) who had 
had more than one partner in the last 12 months or during their lifetime were 
asked how often they had used condoms with their partners in the last 12 
months.  Reported condom use ‘always’ declined with respondents’ age for 
both men and women.  Men were more likely (21.1%) than women (14.6%) to 
‘always’ use condoms.  Respondents with three or more sexual partners were 
more likely to ‘always’ use condoms than those with fewer partners.   
 
Differences between the NSW and Central Sydney populations included: 
8% fewer Central Sydney residents never used condoms (CI 2.9% to 13.3%, 
p=0.0003); 7% more Central Sydney residents had had no sexual partners in 
the previous 12 months (CI 3.7% to 9.3%, p=0.00006).  7% more Central 
Sydney residents reported one sexual partner in their lifetime (CI 2.3% to 
11.3%, p=0.003)  (NSW Health Promotion Survey Report 1994, p 76) 
 
83% of total male respondents reported having one or no sexual partners in the 
previous 12 months, compared with 92% of female respondents.  Respondents 
aged 18 to 29 years were more likely to have had no sexual partners in the last 
12 months (29%) than those aged 30 to 39 years (11%) or 40 to 49 years 
(17%).  However, they were also more likely to have had more than one 
sexual partner (18%) than those in the 30 to 39 (9%) or 40 to 49 (10%) age 
groups.   
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Lifetime sexual partners 
 
Table 6.1 shows that a higher proportion of men (32%) reported having more 
than 10 sexual partners during their lifetime than did women (10%).  
Respondents with less than high school education (90%) were less likely to 
have had 10 sexual partners than respondents with higher levels of education.  
Forty-one percent of these respondents had also had only one sexual partner in 
their lifetime, a greater proportion than in any other category  (NSW Health 
Promotion Survey Report 1994).  
 
Table 6.1 Lifetime number of sexual partners, by sex, age group and level 
of education (%) 
 
 N None
(%) 
1 2-5 6-10 11-20 21-50 51-100 100+
Gender           
Male 347 9 14 26 20 15 12 2 2  
Female 410 8 28 34 20 7 3 0 0  
Total 757 8 21 30 20 11 7 1 1  
Age Group           
18-29 239 21 19 32 17 6 5 0 0  
30-39 293 3 22 32 20 13 8 1 1  
40-49 225 3 22 25 23 13 8 3 3  
Education           
<High School 29 3 41 31 14 7 0 0 3  
School C 113 10 27 27 12 15 8 1 0  
HSC 168 13 21 33 15 8 8 1 1  
TAFE 124 8 20 27 27 6 9 2 1  
University 317 7 17 31 23 12 6 2 2  
 
Source- NSW Health Promotion Survey 1994- Central Sydney Data Book p.86 
 
 
From the perspective of spreading STDs, the number of sexual partners is a 
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fairly important risk factor, with a greater number of partners increasing the 
risk of transmission (NSW Health Promotion Survey 1994, Bauman et al), 
although having more than one partner does not per se increase risk of STD 
transmission if condoms are used during penetrative sex.  The presence of 
another sexually transmitted disease increases the likelihood of contracting 
HIV, furthermore (Cohen, 1998).   
 
A risk classification approach was developed by the Health Department from 
the data collected and is presented in Table 6.2.  Using this approach, 9.5% of 
the sample was estimated to be at ‘moderate risk’ and 4% were considered at 
‘high risk’ (Rissel, Bauman, McLellan, Lesjak, unpublished).  This 
classification also takes relationship status into account, based on reports for 
the 12-month pre-survey period only; however, this relationship status data 
was not supplied in the original report.  No questions were asked about sexual 
attraction, identification or activity. 
 
Table 6.2 Risk classification 
 
 CONDOM USAGE 
No. partners Always Mostly Occasional/rarely/never 
1 Low Low Moderate 
2 Low Moderate High 
3+ Low High High 
    
 
  
In addition, a stratified random sample of 1000 was asked to respond to three 
attitude statements regarding HIV/AIDS, as follows: (table 6.3) 
 
 
 
1.  Only people who are known to have HIV/AIDS need to be careful about 
 their sexual activities. 
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 Response categories: ‘Agree, disagree’ 
2.  If a person has sex with only one partner they don’t have to worry 
 about getting HIV/AIDS.  
 Response categories: ‘Agree, disagree’ 
3.   How likely do you think it is that you may get HIV/AIDS?   
 Response categories: ‘Very likely, fairly likely, not likely, not at all 
 likely’. 
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Table 6.3 Results to HIV risk statements  
 
% 
Only people with 
HIV/AIDS need to be 
careful about 
...sexual activities 
(agree %) 
If a person has sex 
with only one... they 
don’t have to worry 
about HIV/AIDS 
(agree %) 
How likely ..is it 
you may get 
HIV/AIDS? 
 
(not likely %) 
Sample 18.8 31.4 98 
Gender    
Male 20.8 36.9 98.3 
Female 17 26.1 97.6 
 
Age group    
18-25 19.2 19 99.2 
26-33 14.8 26.6 95.6 
34-40 17.3 24.2 97.2 
Age by gender    
Male 18-25 22.3 21.5 98.1 
26-33 13.8 36.1 97.8 
34-40 22.4 28 97.7 
Female 18-25 16.3 16.4 99.6 
26-33 16 15.5 98.9 
34-40 13 20.9 91 
No of partners    
0 15.3 12.9 98.9 
1 16 27.6 97.3 
2 17.3 13.2 94.5 
3+ 16.2 27.8 96.8 
Condom use    
Always 10 16.6 100 
Mostly 14.3 29.6 97.2 
Occas/rare/never 15.4 26.2 95.5 
Education    
<10 39.7 53 95.7 
School C 18.9 33.5 98.1 
HSC 14.2 25.9 99 
TAFE 18 25.9 96.7 
Tertiary 10.6 25.1 99.2 
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The condom use question  “How often have you used condoms with your 
sexual partner/s in the past 12 months?” was constructed to limit Reponses to 
a 7-point Likert scale: 
‘All the time, Most of the time with all partners, Most of the time with most, 
Occasionally or rarely, Only at the start of a relationship, Never’.  This 
approach was limited, however.  For example, other options could have been 
included; e.g. not with my main partner, but always with other partner/s.  The 
condom use question was only asked of respondents aged less than 40 years, 
while number of partners was asked of those under 50 years.  Condom use in 
the UK is reportedly higher among younger people and those who are not 
married (Johnson et al 1994).  While condom use was shown in the 1994 
Health Promotion Survey to decline with respondents’ age (up to 40 years), 
thereby confirming Johnson et al’s findings, the response options may have 
limited the results. 
 
The risk classification approach used in that report also did not take into 
account a considerable amount of literature which reports HIV risk in a much 
more detailed fashion.  HIV risk has been defined as the risk of encountering 
an infected person modified by the risk associated with any sexual contact 
with that person (Worth, paper, AIDS Impact Conference, Melbourne 1997).  
Therefore an unsafe sexual encounter with an infected person times the 
probability (if known) of contracting an infection from one encounter would 
give a formula for risk.  Furthermore, the probability of contracting HIV 
infection differs for females/males, males/males, and males/females (Pazin). 
 
Background to the NSW Health Survey (1997) 
 
The candidate took the opportunity presented by the Department of Health to 
propose some questions about sexual behaviour, which were subsequently 
included in shortened form in the Central Sydney section of the 1997 NSW 
Health Survey. 
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Aims 
 
The aims of the study described in this chapter were: 
To establish benchmarks of sexual risk behaviour in the population of Central 
Sydney; specifically, what proportion of people had at least one new partner in 
the previous 12 months, and what proportion of people used condoms with 
new partners. 
 
Method 
 
The data reported in this chapter were collected from randomly selected 
households in Central Sydney as part of the 1997 NSW Health Survey.  It was 
the first in an annual series of household surveys conducted by the NSW 
Health Department to monitor health and health risk behaviour of the NSW 
population.  It included persons aged 16 years and over and residing in a 
household with a telephone, and was conducted by the NSW Health 
Department, using the CATI system, in April-October 1997.  It surveyed 
17,000 people, 1000 from each Area Health Service.   Each Area had the 
opportunity to ask approximately 10 questions specific to their own area.  
Because Central Sydney Area differs demographically from the rest of NSW, 
the candidate proposed that the subsection to be nominated for inclusion in CS 
covered some sexual behaviour questions.  This proposal was accepted and 
seven questions were asked of people aged less than 40 years about sexual 
behaviour. However, the candidate was not given the opportunity to design or 
to test the questions. 
 
A stratified, two-stage cluster sample design was used, as described in detail 
elsewhere (NSW Health Survey 1997 Electronic Report [cited 1999 Aug]).   
The sample was stratified by each of the 17 NSW Health Service Areas.  
Within Areas, households were selected through simple random sampling of a 
computer-generated list of potential telephone numbers expected to include 
unlisted numbers.  One person was randomly selected from each household.  
The target sample in each Health Area was 1,000 respondents.  Standard data 
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on age, sex, country of birth, language spoken at home, marital status, level of 
education, smoking status and alcohol consumption were collected from all 
respondents.   
 
The NSW Health Survey 1997 falls into 16 common sections, as follows:    
1. Demographics= 7 questions.   
2. Health service use= 18 questions. 13 refer to use of Public hospitals in the 
last 12 months, and two ask about visiting a GP or local doctor. 
3. General health=2 questions 
4.  Pain= 5 
5.  Height & weight 
6.  Nutrition=12  
7. Alcohol=4; Tobacco smoking=3 
8.  Exercise=6 
9.  Sun protection=5 
10.  Immunisation (adult)=3 
11.  Injury= 5, Safety=4 
12.  Blood pressure, cholesterol, diabetes, asthma= 43 (where applicable). 
13. Women 40-79 years asked about mammography= 6 questions. 
14. Women 20-69 years asked about hysterectomy; men and women 40-80 
years about colorectal screening. 
15. 3 questions asked about smoking restrictions; 2 about shade. 
16. 10 questions asked about mental health and 4 about psychological distress.  
 
As stated above, Central Sydney respondents aged between 18 (males) or 20 
(females) and up to and including 40 years were asked questions relating 
sexual behaviour.  Those unable to participate in English were not asked these 
questions.  Table 6.4 illustrates how many people were asked and consented to 
participate. 
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Table 6.4  Interview language x willing to answer sex questions  
 
 
Age 
Group 
Interview 
language 
Willing to answer sex questions 
 
   not asked 
(N=112) 
Yes 
(N=429) 
No 
(N=71)
Total 
(N=614) 
 16-19   Chinese 3   3 
    English 47 4 2 53 
       
  20-24   Arabic 3   3 
    Chinese 1   1 
    English 1 67 13 81 
       
  25-29   Arabic 4   4 
    Vietnamese 1   1 
    Chinese 1   1 
    English 2 112 18 132 
       
  30-34   Arabic 3   3 
    Vietnamese 2   2 
    Chinese 4   4 
    English 1 114 16 131 
       
  35-39   Arabic 4   4 
    Italian 1   1 
    Vietnamese 6   6 
    Chinese 16   16 
    English 2 118 19 139 
       
  40-44   Arabic 2   2 
    Vietnamese 1   1 
    Chinese 9   9 
    English  14 3 17 
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The 7 sexual behaviour questions were as follows: 
CS18. Are you willing to answer some questions on sexual behaviour? (Yes, 
No) 
CS19. In your lifetime, with how many (male, if gender= female) partners 
have you had sexual intercourse? (If none… go to next section) 
CS20. In the past 12 months, with how many new (male, if gender= female) 
partners have you had sexual intercourse? (if none… CS23; if >1… CS22) 
CS21. Did you use a condom the first time you had sexual intercourse with 
this person? (Yes… CS23; No…CS23) 
CS22. Of these.....partners, with how many did you use a condom the first 
time you had sexual intercourse?  
CS23. The last time you had sexual intercourse (with a man, if gender= 
female) did you use a condom? (Yes; No…next section) 
CS24. Was this with a regular or your usual partner or a new person? 
(regular/usual, new, don’t know) 
 
These questions had been designed to increase the specificity of STD risk 
behaviour, overcoming deficiencies of previous studies.  They attempted to 
identify sexual risk behaviour by only asking people with more than one 
partner in the previous year about condom use, and then asked about one 
specific, and plausibly memorable, occasion of sexual intercourse with each 
new partner.  However, sexual intercourse was not defined, the characteristics 
of the relationship were not asked about, and the gender of males’ partners 
was not asked, while females were only asked about male partners.  
 
Analysis 
 
Data used for prevalence estimates were weighted for the probability of 
selection based on household size, and by age and sex to the resident 
population of Central Sydney based on 1996 Census data (NSW Health 
Survey 1997 Electronic Report) and analysed using firstly, SAS statistical 
software, then SPSS for Windows.  Cross-tabulations of age, gender, 
education, employment, marital status and health status, by number of recent 
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sexual partners and condom use were computed.  Simultaneous logistic 
regression was applied to determine risk factors for being a ‘non-condom-
user’, a category that was devised for those respondents who had at least one 
new partner in the previous twelve months and had not used a condom at first 
sexual intercourse with each partner.  Based on the literature and a priori 
hypothesis, gender, age group, smoking status, alcohol use, and marital status 
were entered as dichotomous variables into this logistic regression.  Age 
groups were split into 18 to 29 years and 30-40 years; smoking status was 
divided into ‘current smokers’ (daily or occasional) and ‘non-smokers’ (never 
smoked, never a regular smoker, or used to smoke); married and de facto 
people were allocated to the ‘married’ category and single, separated, divorced 
and widowed were allocated to the ‘single’ category.  Alcohol use was divided 
by combining the four ‘alcohol risk’ categories pre-assigned by the NSW 
Health Department into two; thus ‘harmful’ and ‘hazardous’ became one ‘high 
use’ category and ‘non-drinkers’ and ‘light drinkers’ became a ‘low-use’ 
category. 
 
Results 
 
Response rate and sample characteristics 
 
The overall response rate to the main survey instrument was 68.1% in Central 
Sydney.  No data were available on the characteristics of people who refused 
to participate.  The resulting sample reported in this chapter comprised 614 
respondents aged between 16 and 40 years.  Locality-specific questions were 
only asked in interviews conducted in English.  Due to an administrative 
oversight by CATI interviewers, 17 males under 18 years and 32 females 
under 20 years were not asked if they were willing to answer questions on 
sexual behaviour and neither were six other English-speaking respondents.  
Therefore, 500 (215 male and 285 female; 81.4%) respondents were asked if 
they would answer these questions.  Of those, 192 males and 237 females 
(85.8%) agreed.  Of the 71 who refused, 23 (32%) were male and 48 (68%) 
were female (χ2 = 3.798; df 1, p=0.051).  Thirty-six of those who refused 
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(51%) were married and 34 (49%) refusers were single; and none of the 
divorced, widowed or separated respondents refused.  Marital status was split 
into two categories (single or married), and a chi square analysis for agreeing 
or refusing to participate by marital status gave the following result (χ2=0.147; 
df 1, p=0.702).   Age groups were also split (as specified above) into 18-29 
years and 30-40 years; with the following result (χ2=0.363; df 1, p= 0.547).  
Thus there was no statistical difference between marital status or between age 
groups for agreeing to participate. 
 
Demographics 
 
The respondents to the sexual health section of the questionnaire were more 
likely to be born in Australia and speak English at home, compared with the 
general population of Central Sydney Area aged 20-40 years (Table 6.5).  
Otherwise, our sample appeared representative. 
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Table 6.5  Comparison of demographic characteristics between persons 
agreeing to answer sexual behaviour questions, persons taking part in 
complete interview and 1996 census data for residents of Central Sydney 
Area (persons aged 18-40 years *).  
 
 sub-sample 
(N=429) 
Interview sample 
(N=614) 
Central Sydney 
Area * residents 
aged 18-40 
 % (95% C.I) % (95% C.I) %
Gender    
Male 44.8 (38-52) 43.6 (37.67-49.53) 49.6 
Female 55.2 (49-61) 56.4 (51.18-61.62) 50.4 
    
Country of Birth    
Australia 63.6 (58-69) 56.5 (51.5-61.9) 53.2 
Other 36.4 (29-44) 43.5 (37.3-49.2) 46.8 
    
Home Language    
English 70.4 (65-75) 58.3 (53-63) 53.0 
Other 29.6 (22-37) 41.7 (36-48) 47.0 
    
Age group    
18-29 43 (38-48) 45.4 (42-49) 51.25 
30-40 57 (52-62) 54.6 (51-58) 48.75 
    
Marital status    
Married/defacto 48 (43-53) 48 (44-52) 38 
Single 42 (37- 47) 44 (40-48) 54 
Separated/divorced
widowed 
 
10 (7-13) 
 
8 (6-10) 
 
8 
    
Education    
< School C/Yr 10 17 (13-21) 25 (22- 28) not available 
HSC 21 (17-25) 22 (19-25) - 
TAFE 17 (13-21) 15 (12-18) - 
University/CAE 45  (40-50) 38 (34-42) - 
    
Employment    
Full-time 64 (59-68) 55 (51-59) not available 
Part-time 9 (8-10) 9.6 (7-12) - 
Unemployed 4 (2-6) 5.4 (4-7) - 
Home duties 9 (8-10) 11 (9-13) - 
Student 10 (7-13) 16 (13-19) - 
Ill/unable/other 4 (2-6) 3 (2-4) - 
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Table 6.5 continued  Comparison of demographic characteristics 
 
 
 
sub-sample 
(N=429) 
Interview sample 
(N=614) 
Central Sydney Area * 
residents aged 18-40 
 % (95% C.I) % (95% C.I) % 
Health    
 Excellent 21(17-25) 19 (16-22) not available 
 Very good 46 (41-51) 44 (40-48) - 
 Good 25 (21-29) 27 (23-30) - 
 Fair 6 (4- 8) 8 (6-10) - 
 Poor 2 (1-3) 2 (1-3) - 
    
 
* Needs Assessment & Health Outcomes Unit.  A demographic profile of the 
Central Sydney Area Health Service from the 1996 Census.  Sydney: Central 
Sydney Area Health Service; 1998.  
 
 
Risk behaviour 
 
Data were obtained about lifetime number of sexual partners from 408 
respondents (179 males, 229 females).  16% (95% confidence interval =10.7-
21.3%) of the men had had only one partner in their lifetime (23% of the men 
aged 35-40 had only had one partner).  15% (12.4-17.6%) had two or three 
sexual partners, 19% (16.1-21.9%) between four and nine partners, 21% (18-
24%) had had 10 to 19 partners and 25% (21.8-28.2%) of men over 20 
partners.  One man in each of the three younger age groups and four men in 
the 35-40 age group had had over 100 partners.   
 
Of the women, 30% (CI 24.1-35.8%) had had only one sexual partner (41% of 
the women aged 30-34, 29% of the women aged 25-29 and 29% of the 35-40 
age group).  17% (12.2-21.8%) had two to three, and 29% (23.1-34.8%) 
between four and nine. 26% of women aged 20-24, 32% aged 25-29, 23% 
aged 30-34 and 32% aged 35-40 had 4-9 partners in their lifetime.  20% (15-
25%) of women had had 10 or more sexual partners.  Three women had over 
50 and four over 100 (these were in the two older age groups).  Five percent of 
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both sexes had never had a sexual partner (n=27), spread evenly over all age 
groups.  
 
 
Table 6.6. Per cent (rounded) of Central Sydney respondents by number 
of lifetime sexual partners according to age group and gender (aged <41 
years)  
 
Characteristics N=429  Number of lifetime sexual partners 
 
 N (%) Missing None 1 2-3 4-9 10 < 
  N (%) N (%) N (%) N (%) N (%) N (%) 
Males by age        
  20-24   4 (15) 3 (11) 4 (15) 5 (19) 11 (41) 
  25-29   2  (5) 7 (17) 8 (20) 7 (17) 17 (41) 
  30-34    5 (10) 8 (16) 10 (20) 28 (55) 
  35-40    1 (2) 13 (23) 6 (11) 10 (18) 26 (46) 
  Male - Total 192 (45) 13 (7) 7 (4) 28 (16) 26 (15) 32 (18) 75 (47) 
        
Females by age        
  20-24   5 (13) 7 (18) 10 (26) 10 (26) 7 (18) 
  25-29   1 (2) 19 (29) 14 (21) 21 (32) 11 (17) 
  30-34    1 (2) 23 (41) 3 (5) 13 (23) 16 (29) 
  35-39   3 (4) 20 (29) 12 (18) 22 (32) 11 (16) 
        
  Female - Total 237 (55) 8 (3) 10 (4) 69 (30) 39 (17) 66 (29) 45 (20) 
        
 
 
 
36% (95% confidence interval 29.3–42.7%) of men had had at least one new 
partner in the last 12 months, while 30% (24.2-35.8) of women had had at 
least one new partner in that time (Table 2).  Younger people (43% aged 18-29 
versus 20% of those aged 30-40) single (66% of singles versus 10% of 
married/de facto), unemployed (43% of unemployed vs 33% of full-time 
employed) or students (70% of a combined category of employed and non-
employed students) had at least one new partner in the last year (non-exclusive 
categories).   
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General practitioner visits 
 
Section 2 of the common questionnaire asked respondents about visits to 
general practitioners, and it was hoped to obtain identifiable data relating to 
the respondents to the sexual behaviour section and consequently to perform 
more specific analysis.  It would have examined cross-tabulations between 
people ‘at-risk’ and general practitioner visits, thereby giving plausible 
opportunities for advice and consequent risk reduction.  However, in the event 
this was not possible, as the NSW Health Department was not able to release 
linked data to the candidate.  Instead the candidate is indebted to a colleague 
in  NSW Health who was able to report the following collated data.   
 
Overall, 476 (82.2%) of respondents aged 18-40 years had consulted a general 
practitioner in the previous 12 months (287 females and 189 males).  These 
respondents only were asked the number of times they had consulted a GP in 
the last two weeks: 139 or 29% had done so at least once. Of the 287 females 
who had a consultation in the last 12 months, 91 (32%) also consulted a GP in 
the last two weeks.  Of the 189 males who consulted a GP in the last 12 
months, 48 (25%) also did so in the last two weeks.  With 82% of the targeted 
age group attending general practice, many opportunities for discussion of 
sexual risk behaviour were thereby presented. 
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Table 6.7. Per cent (rounded) of Central Sydney respondents by number 
of new sexual partners in last 12 months according to selected 
demographic characteristics (aged <41 years; data weighted to the NSW 
population)  
 
Characteristics N=429 Number of new sexual partners in last 12 
months (weighted %) 
 N (%) None 1 2 3 4+
Gender   
  Male 192 (45) 64 16 7 7 7
  Female 237 (55) 70 21 5 2 2
   
Age group   
  18-29 183 (43) 53 26 7 6 8
  30-40 246 (57) 79 11 5 3 2
   
Marital status   
  Married/de facto 207 (48) 90 8 2 1 0
  Single 180 (42) 44 29 10 7 11
  Sep/div/widowed 42 (10) 54 28 10 9 0
   
Education   
< School C/Yr 10 72 (17) 71 15 6 2 6
HSC 89 (21) 67 19 6 6 3
TAFE 73 (17) 67 17 4 9 4
University/CAE 195 (45) 65 21 7 4 5
   
Employment   
Full-time 275 (64) 67 19 5 5 4
Part-time 40  (9) 82 10 0 0 8
Unemployed 18  (4) 57 30 7 7 
Home duties 37  (9) 97 3 0 0 0
Student 44 (10) 31 33 18 11 8
Ill/unable to 15  (4) 88 8 0 0 5 
       
Health rating    
 Excellent 91 (21) 69 16 6 5 4
 Very good 196 (46) 68 21 7 3 2
 Good 107 (25) 62 15 3 8 12
 Fair 26 (6) 71 23 3 4 0
 Poor 9 (2) 47 16 15 0 22
   
Where born   
Australia 273 (64) 62 20 7 3 6
Other country 156 (36) 74 15 3 6 2
   
Overall % 67 19 6 4 5
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Of those 144 respondents (73 men and 71 women) with at least one new 
partner in the last year, 73% and 75% of men and women respectively 
reported that they had used a condom at the first occasion of intercourse with 
every new partner (Table 6.8).  While 62 (76%) of the 82 who had only had 
one new partner used a condom at first intercourse, 13 (100%) of those who 
had had more than four new partners in the last 12 months used a condom with 
every new partner.  
  210
Table 6.8. Per cent of Central Sydney respondents who had new partner 
in last 12 months and percentage of those who used a condom at first 
intercourse with new partner, by gender, age group, marital status, 
educational level, employment and country of birth (n=410 aged <41 
years; data weighted to the NSW population) 
 
 Had new partner in 
last 12 months (%) 
(n=144) 
Used condom at first 
intercourse with new 
partner(s) (% of those with 
new partner ) 
(n=107) 
Overall  33.4 73.0 (65-81) 
Gender   
  Males 36.5 73.0 (65-81) 
  Females 30.1 75.0 (67-83) 
   
Age group   
 18-29 47.1 76 (68-84) 
 30-40 20.6 69 (60-78) 
   
Marital status   
 Married/de facto 9.9 51.5 (42-61) 
 Single 65.7 76.5 (68-84) 
Div/wid/separated 46.4 81.5 (74-89) 
   
Education   
< School C/Yr 10 28.3 76 (68-84) 
HSC 33.1 57 (48-66) 
TAFE 32.7 76.5 (68-84) 
University/CAE 35.5 79 (71-87) 
   
Employment   
Full-time 32.9 70 (61-79) 
Part-time 18.5 72 (63-80) 
Unemployed 42.9 85 (78-92) 
Home duties 2.8 100 (98-102) 
Student 68.8 83 (76-90) 
Ill/unable to 24.7 39 (29-48) 
   
Country of birth   
Australia 37.5 73 (65-81) 
Other 25.8 73 (65-81) 
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Predictors of condom use 
 
‘Heavy’ drinkers of alcohol had had more new partners than ‘low-use’ 
respondents (43.7% of heavy drinkers had at least one new partner in the 
previous 12 months compared with 24.5% of low-use alcohol drinkers).  
Results of the simultaneous logistic regression model show that after adjusting 
for age, sex and smoking status, heavy alcohol drinkers were significantly 
more likely to report condom use every time with new partners.  Similarly, 
single people were significantly more likely to use a condom at first 
intercourse with a new partner than married/de facto people  
(χ2=8.0, df 2, p=<0.005.) (Table 6.9). 
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Table 6.9. Factors associated with non-use of condoms with a new partner 
in the last 12 months (n=144)     
 
(*Results weighted for probability of selection by household size only) 
 
 Non-condom use% Odds Ratio Adjusted Odds 
  
Gender    
  Females 24 1.00  
  Males 28 1.25 1.08 (0.47- 2.48) 
    
Age group    
 18-29 24 1.00  
 30-40 31 1.4 1.16 (0.50- 2.69) 
    
Smoking status    
Not a smoker 27 1.00  
Current smoker 25 0.9 0.63 (0.28-1.4) 
    
Alcohol use    
Low/no use 33 1.00  
Heavy user 14 0.34 0.31 (0.11- 0.82) 
    
Marital status    
Married 48 1.00  
Single 23 0.33 0.34 (0.12-0.96) 
    
 
 
Discussion 
 
Research undertaken by the candidate and reported in this chapter attempted 
to address shortcomings in population-based estimates of sexual risk 
behaviour. The results of the survey reveal high levels of self-reported 
condom use with new sexual partners in the last 12 months.  Nonetheless, with 
a third of adults 40 years and younger recently having sex with a new partner, 
and three quarters of this group using condoms, about 8% percent of persons 
18-40 years may be at sexual health risk.  This is a small but substantial 
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proportion of the sexually active population. It is not known if regional 
variation exists.  This is comparable to the results of the NSW Health 
Promotion Survey.  As mentioned previously, the NSW Health Promotion 
Survey estimated 9.5% of their sample to be at ‘moderate risk’ and 4% at  
‘high risk’ (Rissel, Bauman, McLellan, Lesjak).  However, due to the format 
of questions used to gather the information, missing data, and the assumptions 
necessary in their approach, further comparison with this survey is not 
possible.  
 
As expected, single people were more likely to use condoms than respondents 
who were married or in a de-facto relationship.  However, it was unexpected 
that heavy alcohol users were more likely to use condoms with new partners 
than less heavy alcohol drinkers.  The greater frequency of new sexual 
partners among heavy alcohol drinkers and plausibly, some awareness of risks 
associated with unprotected sex may explain this finding.   
 
It is to some extent possible to compare the results of this survey with the 
baseline responses of the patients in the randomised controlled trial in Chapter 
Five.  Thirty-three percent of the Central Sydney respondents to the NSW 
Health Survey had a new partner in the previous 12 months, and of those, 73% 
had used condoms at first occasion of sex.  Seventeen percent of the RCT 
patients had a new partner in the previous three months, and of those, 72% had 
used condoms on the first occasion.  Apart from being asked to report on a 
different time span, the respondents to the RCT were younger, being aged 
between 18 and 25 years while the Central Sydney residents were aged 
between 18 and 40 years.  It appears that the younger people had more new 
partners, but the proportion using condoms was the same.  However it would 
be unwise to make further comparisons, due to the differences between the 
groups.  
 
A weakness of the study is the relatively low number of respondents with 
recent new partners encountering a ‘risk’ situation.  This reduces the statistical 
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power of the analysis and the ability to include more variables into a 
multivariate model.   
 
Further, social desirability may produce reporting errors in self-reported 
condom use, but this bias also affects other measures assessing condom use in 
population studies.  Population studies also do not allow exploration of 
reasons for use or non-use of condoms. Not using condoms with regular 
sexual partners may occur for a number of reasons: desire for children, use of 
the contraceptive pill or sterilisation of either partner, when a request for 
condom use would imply infidelity (Kashima, Gallois, McCamish 1993; 
Campbell, 1995) or a contract such as ‘negotiated safety’ which is a strategy 
adopted by homosexual men within a HIV-seronegative concordant regular 
relationship (Kippax, Crawford, Davies 1993).  Further barriers to condom use 
can be operational, (Messiah, Dart, Spencer, Warszawski et al 1997; Benton, 
Jolley, Smith, Gerofi et al 1997) political, or emotional (Peart, Rosenthal, 
Moore 1996, Treffle, Tiggeman, Ross 1992, Holland, Ramazanoglu, Scott, 
Sharpe et al 1992).   Reasons for non-use, however, were not examined in any 
of Australian population surveys.  Another weakness of this study is the 
progressive loss of respondents through the stages of the survey.  Although 
acceptable, this may introduce bias into the study. 
 
The focus on condom use with new partners applied here is a useful method of 
assessing sexual health risk with a minimum number of questions.  It is the 
approach taken in recent European telephone surveys of sexual health risk 
(Hubert, Bajos, Sandfort 1998).  Previous Australian surveys have not allowed 
any partner status classification to be made.  
 
In general, five broad content areas can be used to differentiate condom use 
measures: they are (1) the type of measure - what question was asked; (2) the 
response alternatives - how participants could respond to the question; (3) 
recall period - over what time period the respondents had to report their 
behaviour; (4) partner specification, if any - was there a characterisation of the 
person with whom the condom was used; and (5) activity specification - was 
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the sexual activity for which the condom was used specified (Sheeran, 
Abraham 1994).   
 
The questions asked in this study provide a framework of questions that cover 
four of these areas with a degree that enables more meaningful responses to be 
collected than has been done in previous surveys.  The use of a specific time 
frame, a specific occasion and the characterisation of partners combine to give 
a picture that can be interpreted with some confidence.  Because of recall bias, 
the given number of sexual partners in the last 12 months is likely to be more 
accurate than the number of lifetime partners.  The respondents were asked, 
however, how many new sexual partners they had had in the last 12 months, a 
question to which the response is likely to be even more accurate since more 
easily recalled.  The fifth area, activity, is defined only by ‘sexual intercourse’ 
and no information was asked about specific activities such as anal 
intercourse.  The gender of sexual partners (for males) was not asked and 
neither were there any questions about sexual identity or preference.  
 
Ideally, a larger question set addressing sexual health risk with a large sample 
is needed to accurately determine sexual health risk in sub-populations.  A 
large population survey of this type would provide Australian norms of sexual 
health issues and provide an important frame of reference for specific studies 
with key sub-populations. 
 
As mentioned above, it was hoped to correlate the data from respondents 
about sexual risk with their reported visits to general practitioners, in order to 
identify opportunities for risk assessment in general practice settings, but this 
was not possible.  The next chapter will investigate the views and experiences 
of general practitioners with sexually transmitted disease risk assessment, as 
part of a needs assessment project in Central Sydney.  This provides a final 
perspective upon HIV/STD risk reduction in general practice. 
 
CHAPTER SEVEN  
 
 
A needs assessment in Central Sydney of GPs’ role in prevention of HIV and 
STDs  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 217
 
Introduction 
 
Sexually transmitted diseases (STDs) are an important and preventable cause 
of morbidity and mortality, while their presence also greatly facilitates the 
transmission of HIV.  As described in Chapters One and Five, there has been a 
slight shift in the route of infection, with increases in the annual number of 
new HIV diagnoses attributed to heterosexual contact, from 4.2% in 1988-90 
to 9.8% in 1993-4 (in males), and 61% in 1988-90 to 78% in 1993-4 
(females).  By contrast HIV transmission through sexual contact between men 
has been decreasing (National HIV/AIDS Strategy, 1996; NCEHCR 2000) 
 
General practitioners in Australia are in a unique position to help prevent the 
spread of sexually transmitted diseases, including HIV, through prevention-
focussed education and early detection (Ross & Landis 1994), risk assessment 
of patients and appropriate safer sex counselling (Maheux, Haley et al 1997, 
Hearst 1994) and contact tracing (Thompson, McEachern, Stevenson, Crofts 
1997).  However, as asserted previously in this thesis, the evidence that such 
interventions are effective in changing knowledge or risk behaviour is by no 
means clearcut.  In Chapter Five, evaluation of a brief opportunistic 
intervention showed some promise of a significant impact on risk perception.  
 
Yet, identification of patients who are at risk of sexually transmitted disease 
by asking sensitive questions has been argued as an integral part of the general 
practitioner’s routine health examination (Lewis & Freeman 1987, US 
Preventive Services Taskforce 1989, Jewell & Jewell 1989, Kligman 1991). It 
has been recommended that GPs at least take a history of sexual practices at 
the initial and annual or biennial physical examination (if required), as 
patients’ practices may change over time and need to be regularly reassessed 
(Bowman, 1989).    
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To date, there have been very few studies of general practitioners’ attitudes, 
knowledge and behaviours in relation to HIV and AIDS conducted in 
Australasia.  Paine and Briggs (1988) study of 550 doctors using a random 
sample selected from the registered practising population of Victorian medical 
practitioners, including specialists (RR= 78%), was conducted by telephone in 
1986.  Seventy-eight percent of doctors (83% of general practitioners) had 
seen one or more patients over the last 12 months who had ‘expressed 
concern’ to them about the risk of contracting AIDS.  In addition, 91% of 
doctors thought they were in a good position to educate patients about AIDS 
(Paine & Briggs 1988). 
 
The Commonwealth Aids Research Grant (CARG) Committee Working 
Party’s national survey in 1988 of 486 randomly selected general practitioners 
(CARG Working Group 1990) was conducted by mailed, self-administered 
questionnaire (RR= 74%). Seventy-six percent  considered therapeutic contact 
with HIV patients as an integral part of their role.  Over 95% stated that they 
‘always’ or ‘mostly’ ask patients who were concerned about AIDS about their 
recent injecting use of recreational drugs, their sexual practices, and blood 
transfusion history and that they would counsel on ways to minimise risks.  
However, only 59% agreed that screening for high-risk sexual practices 
should be done for all patients (CARG 1990). 
  
Chetwynd’s 1988 postal survey of a national sample of 1000 randomly 
selected general practitioners in New Zealand had a response rate of 86%, 
resulting in 822 respondents.  The questionnaire asked about the doctors’ 
discussion of HIV or AIDS with patients, numbers of patients requesting HIV 
tests, testing and referral patterns, subsequent management of these patients, 
and the doctors’ needs for information or continuing education on AIDS or 
HIV infection.  Ninety-six percent expressed the wish for continuing 
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education on HIV/AIDS, specifically personal safety, patient care and ethical 
issues (Chetwynd 1989).  
 
Mulvey and Temple-Smith’s survey by mailed questionnaire of 520 randomly 
selected GPs in 1995 (RR 85%, resulting in 444 respondents) found that 39% 
of Victorian general practitioners were managing HIV-infected patients, a 
17% increase since 1989 (Mulvey, Temple-Smith, Keogh 1997).  The same 
authors confirmed that a substantial number of GPs commonly asked patients 
about safe sex (79%), number of partners (63%) and injecting drug use (60%) 
(Temple-Smith, Mulvey & Keogh 1999). 
 
Bermingham and Kippax surveyed a random sample of 878 (RR=51%) 
general practitioners by post in six of the 12 NSW health areas in 1993-4, 
augmenting the sample by also including all authorised antiretroviral 
prescribers (N=49) in these areas, with the aim of investigating possible 
correlates of HIV-related discrimination among GPs.  They did not investigate 
roles in preventive counselling.  However, use of HIV testing as reported by 
GPs was very common; 73% had carried out from 1 to 50 tests and a further 
22% had conducted over 50 HIV tests in the past year (Bermingham & Kippax 
1998).  
 
These studies suggest that general practitioners in Australia can contribute to 
the prevention of sexually transmitted diseases.  
 
In response, the candidate took the opportunity of a desire expressed by the 
Central Sydney Area Health Service for better understanding of the needs of 
local GPs.  Central Sydney Area Health Service (CSAHS) provides services to 
a target population of 457,147 residents (1996 Census, Australian Bureau of 
Statistics). Approximately 41% were born overseas, and 35% (or 83% of 
overseas-born), are from non-English-speaking countries. The incidence of 
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cervical cancer in Central Sydney area is among the highest in New South 
Wales (incidence 13.2 per 100,000) (Report of the Chief Health Officer NSW 
Health 1997).  Sexual health data for 4908 obstetric patients at King George V 
Hospital, CSAHS, in 1996 indicated that 3.8% had had an HIV test; 2.5% 
screened positive for hepatitis B and 1% had a history of hepatitis C (King 
George V Women’s Sexual Health Project 1998).  Livingstone Road Clinic, 
the chief sexual health clinic in the area, reports that chlamydia is the most 
commonly encountered sexually transmitted disease. The study was initially 
proposed among Chinese and Vietnamese-speaking GPs, with the later 
inclusion of non-Chinese and non-Vietnamese GPs.  This chapter reports only 
this later aspect of the study.  Because the selection methods were different for 
each group, the groups could not be combined as was originally intended.   
 
Aims 
 
The aims of the study described in this chapter were: 
To explore perceptions of current issues and self-reported practices in 
HIV/AIDS, STDs, hepatitis B & C;  
To identify current referral practices;  
To explore awareness and use of Central Sydney Area Health Service sexual 
health services;  
To identify unaddressed needs for continuing education; and 
To gain culturally specific information on approaches used by GPs themselves 
in taking a sexual history, especially from non-English-speaking background 
patients. 
 
Ethics 
 
Ethics approval (Appendix 7.1) for the project was obtained from the Central 
Sydney Area Health Service Ethics Review Committee.   
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Method 
 
Ninety GPs were randomly selected from the Central Sydney Area Health 
Service, (herein known as Central Sydney) from lists provided by Permail.  
Each GP was approached initially by letter (Appendix 7.2), which included a 
brief outline of the study and advising that they would be further contacted by 
telephone to request their participation.  Each GP was telephoned by the 
candidate to ascertain if they were still at the practice, and to arrange a 
convenient time for a face-to-face interview if they agreed to participate.  No 
data were collected on characteristics of refusers.  Face-to-face interviews 
were conducted in the GPs’ own surgeries either by the candidate or by 
interviewers who were trained by the candidate.  GPs who could not find the 
time for an interview were asked to complete a postal questionnaire (Appendix 
7.3).  
 
Research instrument 
 
Existing literature (ASHM 1985, CARG 1990, Ende, Rockwell 1984, Mulvey, 
Temple-Smith 1997, Ward, Sanson-Fisher 1995) and feedback from experts in 
general practice, HIV/AIDS and STDs (Steering Committee, Multicultural 
HIV/AIDS Education and Support Service NESB General Practitioner 
Training & Development Project) were used to develop the instrument.  A 
draft interview instrument was piloted with six GPs from another Area Health 
Service and amended in turn according to their feedback.   
 
Self-administered and interviewer-administered components were interspersed 
(Appendix 7.4) as follows: 
 
Part 1. Self-administered log form requested demographic information from 
participating GPs: age, sex, country of training, number of years in general 
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practice, details of postgraduate qualifications, type of practice, time 
commitment to practice, membership of Divisions, AMA, RACGP or other 
professional association; languages spoken; languages consulted in; 
percentages of patients from Non-English-Speaking Background and Anglo-
Australian backgrounds and estimates of patient numbers in specified age 
groups in these two ethnic groups.  
 
Part 2.  Interviewer-administered.  Interviewers first asked GPs to estimate 
the frequency of STD diagnoses in the practice, to quantify the number of 
HIV/AIDS, hepatitis B and C patients in the practice, asked how recently each 
GP had treated a patient with a sexually transmitted disease, and in each case 
which ethnic group these patients belonged to; their current management of 
HIV/AIDS, hepatitis B and C, and their referral options and practices for these 
patients. 
 
Part 3. This self-administered section required respondents to, firstly, quantify 
their current clinical practice according to designated categories as follows: 
sexually transmitted disease (n=5); contraceptive and women’s health (n=2); 
HIV/AIDS (n=9); and secondly to classify their current opinions on sexual 
history-taking according to categories of patient-based (n=5); practitioner-
based (n=8); and organisation-based (n=2).  Respondents were then given six 
case studies and asked to rate the likelihood of initiating a discussion about 
sexually transmitted disease risk with each patient.  
 
Part 4. Interviewer-administered.  Nine questions were asked about 
familiarity with, use of and satisfaction with Area Sexual Health Services and 
patients’ feedback from these services.  To explore particular factors or 
sensitivities especially pertinent when managing NESB patients, we asked 
about specific techniques as used by the GP. This last question was open-
ended. The answers were to be analysed using content analysis. 
 223
 
Part 5.  Before leaving, GPs were thanked by the interviewer for their 
participation and asked to complete a 4-page self-administered questionnaire 
at their convenience.  This questionnaire asked about previous training in 
specific areas; perceived needs for continuing education; preferred days, times 
and formats for further training, and perceived necessities for attending 
training.  Part 5 was to be returned by post, and a Reply-Paid envelope was 
attached).  Non-respondents were contacted by telephone as a reminder at 14 
days after the interview.  On receipt of Part 5, a thank-you letter was sent to 
the general practitioner (Appendix 7.5).  
 
Thank you letters were also sent to the GPs who completed only the postal 
questionnaires (Appendix 7.6).  
 
Analysis 
 
The sample size was pragmatically determined as resources available from 
Central Sydney Area Health Service to the candidate were limited.  Results 
were coded and entered in EpiInfo (version 6) independently by a research 
assistant, and translated into and analysed in SPSS by the candidate.   
 
Frequencies were generated for all variables.  Crosstabulations were carried 
out for numbers of GPs with HIV patients versus hepatitis B and hepatitis C 
patients. GPs were then divided into those with HIV patients and those 
without, and chi-squares were computed for awareness and use of local sexual 
health services, and for perception of their requirements for further training.  
Crosstabulations of  GPs’ age group (above and below the median age of 50), 
and gender were also carried out against the case scenarios to ascertain if there 
were any significant differences in the likelihood of talking about sexually 
transmitted diseases with different patients. Chi-squares were also calculated 
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for GP gender vs. time commitment in practice.  Answers to open-ended 
questions were subjected to content analysis, the major themes were extracted 
and the responses were grouped into resulting categories. 
 
Results 
 
Of the initial sample of 90 randomly selected general practitioners, three were 
ineligible because they were no longer in general practice; another had retired 
and another was deceased.  Eighteen had gone from the practice, were away 
for the duration of the survey, did not return phone calls, the telephone 
numbers were incorrect or disconnected or no response could be raised after 
four attempts.  Of the eligible 67, 23 refused to participate (response rate= 
61%).  No demographic details were collected from the refusers. 
 
Table 7.1 summarises the demographic characteristics of the 41 GPs 
completing interviews.  Compared with NSW and Australian data, the Central 
Sydney sample was representative of male and female general practitioners, 
with similar time commitments in practice.  However, the candidate’s sample 
had more overseas-trained doctors, and was slightly older than the GPs in 
practice in New South Wales as a whole.  There also was a higher proportion 
of RACGP members represented in the sample than in the NSW GP 
population.  Twenty-eight (68%) of the Central Sydney GPs spoke other 
languages (Table 7.1).  Twenty-five (61%) also consulted in languages other 
than English, those nominated being Arabic, Greek, Italian, and Spanish.  
Other languages spoken, but not consulted in, included Russian, Hebrew,  
Hindi, Urdu, Tamil, Zulu, Hungarian, Punjabi, and German.  
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Table 7.1      Demographic and professional characteristics of 41 GPs who 
participated in face-to-face interviews 
 
 Our sample 
N (%) 
NSW (%) 
General practice in 
Australia: 2000 (DHAC)
   
   
Age group   
<35 years 4 (10) (18) 
36-44 years 12 (29) (31) 
45-54 years 14 (34) (25) 
55-64 years 5 (12) (25) 
65-76 years 6 (15) (10) 
 
Sex 
  
Male 27 (66) (68) 
Female 14 (34) (32) 
 
Time commitment in practice 
  
Full-time 28 (66) (64) 
Part-time 14 (34) (36) 
 
University trained at 
  
Australia 22 (54) (77) 
Overseas 18 (44) (23) 
Not stated 1  (2)  
 
Number of years in practice 
  
<10  6 (15) n/a 
10-19 18 (44)  
20-29 9 (22)  
30+ 8 (19)  
 
Practice type 
  
Solo 18 (44) n/a 
Group 20 (49)  
Partnership 2 (5)  
Not stated 1 (2)  
(n/a = not available) 
 
 
 
 
Table 7.1 continued     Demographic and professional characteristics of 41 
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GPs who participated in face-to-face interviews 
 
 Our sample 
N (%) 
NSW (%) 
 
Membership of local division 
of General Practice 
  
Yes 32 (78) n/a 
No 7 (17)  
Missing 2 (5)  
 
Membership of other division 
of General Practice 
  
Yes 12 (29) n/a 
No 27 (66)  
Missing 2 (5)  
 
RACGP affiliation  
  
Yes  14 (34) (15)* 
No 25 (61)  
Missing 2 (5)  
 
Membership of AMA 
  
Yes 17 (41) n/a 
No 22 (54)  
Missing 2 (5)  
 
Postgraduate qualifications 
  
Yes 20 (49) n/a 
No 20 (49)  
Missing 1 (2)  
 
Languages spoken 
  
English (only)  13 (32) n/a 
Arabic 6 (15)  
Greek  3 (7)  
Italian  2 (5)  
Spanish 1 (2)  
Other** 16 (39)  
 
* Source: NSW Health 
** Russian, Hebrew, Hindi, Urdu, Tamil, Zulu, Hungarian, Punjabi, & German. 
 
 
The majority of male GPs were in full-time practice, while the part-time 
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practitioners were more likely to be female (table 7.2). 
 
 
Table 7.2   General practitioners’ gender vs. time commitment in practice 
 
 Full-time 
n (%) 
Part-time 
n (%) 
Test statistic 
 
Male 
 
23 (82) 
 
3 (23) 
 
Female 5 (18) 10 (77)  
   
 
Χ 2 (1) =13.35  p<0.001 
    
 
 
 
Respondents were asked to quantify how many patients they saw per week in 
specified age groups (Table 7.3).  The highest numbers of patients were in the 
26-50 age group, in both Non-English-Speaking background and Anglo-
Australian groups.   
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Table 7.3   Estimates of numbers seen per week in specified age groups, by 
number of GPs 
 
Anglo-Aust patients GPs  
n (%) 
NESB patients GPs 
n (%) 
How many under-18's 
seen per week? 
 How many under-18's 
seen per week? 
 
1 to 5 12 (29) 1 to 5   11 (27) 
5 to 19 10 (24) 5 to 19  7 (17) 
20 to 60 10 (24) 20 to 60 11 (27) 
Missing 9 (22) Missing 12 (29) 
How many 18-25 year-
olds seen per week? 
 How many18-25 
year-olds seen p/w? 
 
1 to 5 10 (24) 1 to 5 12 (29) 
6 to 20 19 (46) 6 to 20  14 (34) 
21-40 3  (7) 21-40 3 (7) 
Missing 9 (22) Missing 12 (29) 
How many 26-50 year-
olds seen per week? 
 How many 26-50 
year-olds seen p/w? 
 
1 to 5 6 (15) 1 to 5 6 (15) 
6 to 20  12 (29) 6 to 20  13 (32) 
20 to 60 14 (34) 20 to 60 9 (22) 
70+ 0 70+ 1  (2) 
Missing 9 (22) Missing 12 (29) 
How many patients 
over 51 years seen per 
week? 
 How many patients  
over 51 years seen 
per week? 
 
1 to 5 10 (24) 1 to 5 8 (19) 
6 to 20  7 (17 6 to 20  14 (34) 
20 to 60 12 (29) 20 to 60 4 (10) 
60 to 100 3  (7) 60 to 100 3 (7) 
Missing 9 (22) Missing 12 (29) 
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Current clinical practice 
 
Twenty-four GPs (59%) estimated they had treated at least one case of 
sexually transmitted disease in the last month (see Table 7.4).  Fifteen had 
seen one or two patients with an STD, six had between three and five, and 
three had seen between eight and ten, for a total of 73 patients.  The most 
common ethnic background given for STD patients, of all GPs interviewed, 
was Anglo (39) then NESB (34).  Three GPs (7%) had not treated a patient 
with a sexually transmitted infection for over a year, however. 
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Table 7.4      Frequency of problems in general practice 
 
Number of times in the last month : Nil 
n (%) 
1-2 
n (%) 
3- 10 
n (%) 
>11 
n (%) 
Missing 
n (%) 
STDs      
  I have written or spoken to a previous sexual contact of a patient 
     (contact tracing)  
35 (85) 3 (7) 0  3 (7) 
  ..referred a patient to an STD clinic 33 (81) 4 (10) 1 (3)  3 (7) 
  ..diagnosed and/or treated chlamydial infection of the cervix 28 (68) 8 (20) 2 (5)  3 (7) 
  ..diagnosed and/or treated another STD in a female patient 21 (51) 11 (27) 6 (15)  3 (7) 
  ..diagnosed and/or treated an STD in a male patient 19 (46) 13 (32) 6 (15)  3 (7) 
CONTRACEPTIVE & WOMEN’S HEALTH      
   ..performed a Pap smear 10 (24) 7 (17) 10 (24) 11 (27) 3 (7) 
   ..provided contraceptive advice 4 (10) 5 (12) 16 (39) 13 (32) 3 (7) 
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Table 7.4 continued      Frequency of problems in general practice 
Number of times in the last month : Nil 
n (%) 
1-2 
n (%) 
3- 10 
n (%) 
>11 
n (%) 
Missing 
n (%) 
HIV/AIDS      
  ..diagnosed a patient with HIV 38 (93) 0 0  3 (7) 
  ..had a patient receive a positive HIV result 36 (88) 2 (5) 0  3 (7) 
  ..referred a patient to a specialist in HIV practice 37 (90) 1 (3) 0  3 (7) 
  ..provided continuity of care to a patient with HIV 31 (76) 5 (12) 2 (5)  3 (7) 
  ..had a patient request an HIV test 12 (29) 13 (32) 12 (29)  3 (7) 
  ..asked a patient specific questions about sexual practices 11 (27) 7 (17) 15 (36) 4 (10) 5 (11) 
  ..offered specific advice about safer sexual practices 10 (24) 11 (27) 12 (30) 5 (12) 3 (7) 
  ..asked a patient about the use of injecting drugs 10 (24) 7 (17) 12 (30) 9 (22) 3 (7) 
  ..ordered an HIV test 9 (22) 13 (32) 14 (34) 2 (5) 3 (7) 
OTHER      
  ..used a Non-English-Speaking specific service 37 (90) 1 (2) 0  3 (7) 
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Tables 7.5 and 7.6 report how many GPs had patients with three chronic 
conditions, and how many of those managed all routine care of these patients. 
Thirteen doctors reported they had HIV patients (33 patients in total; range 1-6 
per GP; mode 2).  Three of these 13 GPs managed all care of their HIV 
patients; nine (69%) managed only acute non-HIV illnesses and referred these 
patients to a clinic or hospital for their ongoing HIV-related care, or they saw 
patients who were already under care elsewhere and attended their GP only for 
acute problems.  One did not report the pattern of management. 
 
By contrast, 23 GPs reported they managed patients with hepatitis B (range 1-
30 per GP; mode 1, median 2).  Chi-square  for having HIV patients versus 
having hepatitis B patients; 3.35, df 1, p=0.067.  Nineteen said they had 
hepatitis B patients of Chinese ethnicity, while in addition three had 
Vietnamese patients, and seven had Anglo patients with hepatitis B.  Twenty-
one (91%) of these GPs manage these patients’ routine everyday care, but all 
refer any serious complications to hospital clinics, to specialists or both.  
 
Twenty-nine general practitioners (71%) reported they managed patients with 
hepatitis C, either acute or chronic (range 1-100, mode one, median 3).  Chi-
square  for having HIV patients versus having hepatitis C patients; 4.28, df 1, 
p=0.039.  A similar pattern of management for hepatitis C occurs as for 
hepatitis B.  Only eight or 28% manage all care of their hepatitis C patients, 
while 21 (72%) manage everyday care but refer all hepatitis C-related health 
aspects.   Patients are kept under six-monthly observation, and all 
complications are referred to hospital clinics or to gastroenterologists, or both.  
Hospital clinics mentioned included St George, Royal Prince Alfred, Prince of 
Wales, and Parramatta.    
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Table 7.5  GPs, chronic patient conditions and management  
 
Have HIV 
patients 
N (%) 
Have hepatitis B 
patients 
N (%) 
Test statistic 
13 (32) 23 (56)  
  χ2(1) = 3.35 p=0.067  
Manage all their 
care (n=13) 
N (%) 
Manage all their care 
(n=23) 
N (%) 
 
3 (23) 21 (91)  
   
   
 
Table 7.6 GPs, chronic conditions and management 
 
Have HIV 
patients 
N (%) 
Have hepatitis C 
patients 
N (%) 
Test statistic 
13 (32) 29 (71)  
  χ2(1) = 4.28 p=0.039 
Manage all their 
care (n=13) 
N (%) 
Manage all their care
 (n=29) 
N (%) 
 
3 (23) 8 (28)  
   
   
 
 
Specific cultural information 
 
Respondents had then been asked what particular cultural factors or 
sensitivities should be kept in mind when taking a sexual history and/or 
conducting a physical examination for a STD of a NESB patient. This was not 
an attempt to classify the GPs, but four clear approaches emerged from the 
responses given.  Discourse analysis was used to separate the comments. 
The major themes were extracted and answers were grouped into four 
categories as follows: 
1: the doctor used words such as ‘tactful, shy, reticent, sensitive, reluctant’ in 
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reference to patients (patient-oriented approach).  
2: the doctor used direct questioning, asking patients outright about risk 
behaviour, visits to prostitutes, etc (practical approach). 
3: the doctor mentioned confidentiality, and not including the patient’s partner 
in consultation (tactful approach). 
4: the doctor mentioned the use of a chaperone, or including partner in 
consultation (provider-oriented approach). 
 
Answers that could be summarised under the heading ‘patient-oriented 
approach’ or taking the lead from the patient were: explaining the procedure to 
be used, asking for permission to examine the patient, avoiding embarrassing 
questions, recognising that Muslim women, perhaps, are more sensitive and 
modest than women of other ethnic groups, maintaining privacy and covering 
the patient adequately.  ‘Ethnic patients are very reluctant to give sexual 
history because they feel it is invasion of privacy’.  Muslim women might be 
insulted if asked about sexual contacts other than their marriage partners.  One 
was ‘very likely to refer Filipinos, Muslims and Vietnamese to STD Clinics’.  
 
Category 2, ‘The practical approach’, involved asking direct questions and 
accepting non-judgmentally whatever information was forthcoming.  For 
example, Lebanese males can traditionally have four wives, and this leads to 
conflict in the Australian setting.  Only one doctor in the entire sample 
mentioned homosexuality, saying he would approach the subject as sensitively 
as possible and try to convey an accepting attitude. 
 
Under category 4 were answers such as the using of a chaperone, sometimes 
the woman’s husband or sister; asking the husband’s permission to examine 
his wife; asking the patient herself about her sensitivities; asking the patient if 
she would prefer to see a female doctor, or a doctor of the same religion if 
Muslim; or questioning a couple together.  However, under category 3 the 
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opposite tack was used, for example excluding the partner; seeing a husband 
and wife separately; and not talking about sex in front of men (female doctor). 
Doctors who used this approach also stressed the importance of 
confidentiality, for example “do not tell wife”. 
 
Awareness and use of Area Health Service facilities  
 
Respondents exhibited high levels of awareness of most local services.  39 
(95%) knew of the Family Planning Association, 33 (80%) had heard of 
Albion St Centre, 26 (63%) knew of Sydney Sexual Health Clinic, 25 (61%) 
knew of Canterbury Sexual Health Clinic, 18 (44%) knew of Livingstone 
Road Clinic and 7 (17%) had heard of the Multicultural HIV/AIDS Service.  
Only sixteen (39%) said they had referred patients to Central Sydney Area 
facilities in the last 12 months, however. (see Tables 7.7 and 7.8)  
 
  
 
237
Table 7.7   GPs’ knowledge of sexual health services in Central Sydney 
 
Do you know of this 
service? 
 
GPs with HIV 
patients 
GPs with no 
HIV patients 
Test statistic 
Sydney Sexual Health 
Clinic 
   
  Yes 10 (77) 16 (57)  
  No 3 (23) 12 (43)  
   χ2 (1)= 1.49 p= 0.221 
Livingstone Road 
Clinic 
   
  Yes 5 (39) 13 (46)  
  No 8 (61) 15 (54)  
   χ2 (1)=0.229 p=0.632 
Canterbury Sexual 
Health Clinic 
   
  Yes 5 (39) 20 (71)  
  No 8 (61) 8 (29)  
   χ2 (1) = 3.72  p=0.05 
Multicultural 
HIV/AIDS Service 
   
  Yes 2 (15) 5 (18)  
  No 11 (85) 23 (82)  
   χ2 (1)= 0.038 p= 
0.845 
 
 
GPs who had HIV patients more often knew about Sydney Sexual Health 
Clinic than those that did not (but with no statistical significance), while GPs 
who did not manage HIV cases were more likely to know of Canterbury 
Sexual Health Clinic than those who did have HIV patients (χ2 = 4.055 df1. 
p=0.044).  However, this may have been influenced by the location of their 
respective practices. 
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Table 7.8   GPs’ use of sexual health services in Central Sydney 
 
(by GPs who knew of the service only) 
 
Have you referred 
patients to..? 
GPs with 
HIV patients 
GPs with no 
HIV patients 
Test statistic 
Sydney Sexual Health 
Clinic (n=11) 
   
  Yes 4 (80) 2 (33)  
  No 1 (20) 4 (67)  
   χ2 (1) =2.39 p= 0.122 
Livingstone Road Clinic 
(n=8) 
   
  Yes 3 (100) 2 (40)  
  No 0 3 (60)  
   χ2(1) = 2.88 p=0.09 
Canterbury Sexual 
Health Clinic (n=10) 
   
  Yes 1 (33) 6 (86)  
  No 2 (67) 1 (14)  
   χ2 (1) = 2.74 p= .0.098 
Multicultural HIV/AIDS 
Service (n=2) 
   
  Yes 0 0  
  No 2 (100) 0  
    
 
 
 
Respondents were then given the opportunity to name services or resources 
that would be useful in helping to manage patients with STDs, hepatitis B or 
C, or HIV/AIDS, to indicate needs and preferences for further training, and to 
nominate services or other resources they thought would be useful for their 
patients.  Answers fell into three categories, namely staff (interpreters, 
lecturers, translators, counsellors, etc);  media (printed materials, fliers, 
booklets, guidelines, information about services, audiotapes, radio, ethnic 
media and videotapes) or facilities such as a referral service, an advisory 
service, sexual health education service, a designated gynaecological service, 
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or multicultural clinics.  Language groups specifically mentioned were Arabic, 
Greek, and Spanish. 
 
Current clinical practice and opinions 
 
Data about current clinical practice and current opinions were next obtained 
through a self-administered questionnaire completed by the GP during the 
interview.  
 
Table 7.9 shows the number of respondents agreeing or disagreeing with 
fifteen statements about sexual history-taking. General practitioners were 
almost evenly divided over the statement ‘There is inadequate remuneration 
for taking the time to talk to patients about STD prevention’.  However, they 
tended to disagree with all other statements.  Curiously, respondents did not 
appear to consider that patients would be offended or embarrassed at being 
asked about sexual practices, were confident in their ability to persuade 
patients to alter risky behaviour, to provide counselling and to take sexual 
histories, and they preferred to treat patients themselves and were not inclined 
to send them to other health professionals for advice.  
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Table 7.9   Current opinions about sexual history-taking 
 
Opinions Strongly 
agree 
n (%) 
Agree 
n (%) 
Disagree 
n (%) 
Strongly 
disagree 
n (%) 
Missing 
n (%) 
Practitioner-based 
 
     
I refer all patients with an STD to an STD clinic 6 (15) 3  (7) 23 (56) 9 (22)  
I prefer to refer all patients at risk of STD infection to another health 
professional for advice 
5 (12) 3 (7) 19 (46) 13 (32)  
I find it difficult to raise the subject of HIV/AIDS in routine 
consultations 
3 (7) 15 (37) 12 (29) 10 (24) 1 (2) 
I find it difficult to raise the subject of STDs in routine consultations 2 (5) 16 (39) 11 (27) 11 (27) 1 (2) 
GPs are not successful in persuading patients to modify their sexual 
practices 
2 (5) 7 (17) 21 (51) 11 (27)  
I find it difficult to take a sexual history from young patients of the 
same sex 
1 (2) 4 (10 18 (44) 18 (44)  
I find it difficult to explain safe sex in terms a patient will understand, 
because of language or cultural barriers 
1 (2) 6 (15) 16 (39) 18 (44)  
I find it difficult to take a sexual history from young patients of the 
opposite sex 
1 (2) 10 (24) 14 (34) 16 (39)  
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Table 7.9 continued   Current opinions about sexual history-taking 
 
Opinions Strongly 
agree 
n (%) 
Agree 
n (%) 
Disagree 
n (%) 
Strongly 
disagree 
n (%) 
Missing 
n (%) 
Patient-based 
 
     
Patients would be offended if I asked detailed questions about sexual 
practices 
4 (10) 7 (17) 15 (37) 15 (37)  
Patients want advice on their presenting problem, not health risk 
factors 
3 (7) 11 (27) 16 (39) 11 (27)  
My patients are better off getting advice about STD prevention 
elsewhere 
3 (7) 2 (5) 20 (49) 16 (39)  
Whenever I offer advice about STD prevention, my patients become 
embarrassed 
3 (7) 5 (12) 15 (37) 18 (44)  
Patients would be offended if I asked about use of illegal drugs  1 (2) 8 (19) 17 (42) 15 (37)  
      
Organisation-based      
There is inadequate remuneration for taking the time to talk to 
patients about STD prevention 
7 (17) 14 (34) 12 (29) 8 (20)  
I do not have enough time to provide counselling in STD prevention 1 (2) 8 (19) 17 (42) 15 (37)  
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Table 7.10 ranks the four most frequent barriers to sexual history-taking; 
however except for ‘inadequate remuneration’, less than half of the sample 
‘agreed’ or ‘strongly agreed’ with these statements.  
 
 
Table 7.10  Most frequently cited barriers to sexual history-taking  
 
 Agree/strongly agree 
n (%) 
There is inadequate remuneration for taking the time 
to talk to patients about STD prevention 
 
 
21 (52) 
I find it difficult to raise the subject of HIV/AIDS in 
routine consultations 
 
 
18 (44) 
I find it difficult to raise the subject of STDs in routine 
consultations 
 
 
18 (44) 
Patients want advice on their presenting problem, not 
health risk factors 
 
 
14 (34) 
  
 
 
 
Case scenarios were completed at time of interview.  As shown in table 7.11, 
30 GPs  (73%) indicated they were ‘highly likely’ to discuss risk of sexually 
transmitted disease with a 23 year old man requesting an HIV test.  Similarly, 
27 (66%) were ‘highly likely’ to discuss STD risk with a woman of the same 
age requesting a test.  Fewer, 26 (63%) were ‘highly likely’ to initiate this 
discussion if it was a woman of non-English-speaking background.  Older 
adults with sexual risk factors attending for other conditions were unlikely to 
be addressed on the subject.  The patient’s age influenced the GP towards 
discussing sexual risk (see tables 7.12 and 7.13) but this was not significant. 
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Table 7.11  Case scenarios 
 
Case Highly 
likely 
n (%) 
Likely 
 
n (%) 
Unlikely 
 
n (%) 
Not at all 
likely 
n (%) 
A 23-yr-old Anglo-Australian 
man requests an HIV test. 
 
30 (73) 10 (24) 1 (2) 0 
A 23-yr-old Anglo-Australian 
woman requests an HIV test. 
 
27 (66) 13 (32) 1 (2) 0 
A 23-yr-old woman of NESB 
requests an HIV test. 
26 (63) 13 (32) 2 (5) 0 
A 20-yr-old single woman 
requests a repeat of her oral 
contraceptive. 
 
4 (10) 19 (46) 14 (34) 4 (10) 
A 45-yr-old woman, recently 
divorced, complaining of severe 
headaches and irregular heavy 
periods. 
 
2 (5) 13 (32) 22 (54) 4 (10) 
A 38-yr-old man, recently 
separated, with sleeping 
problems. 
 
2 (5) 9 (22) 25 (61) 5 (12) 
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Table 7.12  Influence of patient’s age- males 
 
 
Likelihood of 
discussing STD 
Highly 
likely or 
likely  
n (%) 
All other 
responses 
collapsed 
n (%) 
test statistic 
With male aged 23 40 (98) 1 (2)  
With male aged 38 11 (27) 30 (73)  
   Χ2 (1)=.2.79 
p=0.095 
 
 
 
Table 7.13  Influence of patient’s age- females 
 
Likelihood of 
discussing STD 
Highly 
likely or 
likely 
 n(%) 
All other 
responses 
collapsed 
n (%) 
test statistic 
With female aged 20 23 (56) 18 (44)  
With female aged 45 15 (36) 26 (63)  
   Χ2 (1)= 2.853 p=0.091 
 
 
Crosstabulations were also performed for gender of GP.  The only patient 
scenario which was influenced by the sex of the GP was the 20-year old 
female attending for a repeat prescription for her oral contraceptive.  Female 
GPs tended to be slightly more likely to discuss sexual risk with this patient: 
χ2 =2.85, df 1, p=0.091  (see table 7.14).  The age group of the GP, divided 
into above and below the median age, had no influence on this response. 
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Table 7.14  Influence of gender of GP on one case scenario 
 
Likelihood of discussing 
STD with 20-year-old 
female repeating oral 
contraceptive 
Highly 
likely or 
likely 
n(%) 
All other 
responses 
collapsed 
n (%) 
Test statistic 
 
Male GP 
 
12 (46) 
 
14 (54) 
 
Female GP 11 (73) 4 (27)  
   χ2 (1) = 2.85 p=0.091
 
 
Continuing medical education 
 
In response to the questions about the usefulness of various strategies to 
receive clinical management information on STDs and HIV/AIDS, 90% 
indicated they would find clinical practice guidelines ‘very’ or ‘somewhat’ 
useful.  Fewer considered that a clinical attachment at a STD clinic would be 
very useful (see table 7.15)   
 
An innovative approach, namely the deployment of simulated patients to 
assess behaviour and practise skills (Gonzalez-Willis, Rafi, Boekeloo, 
Bowman et al 1990; Kinnersley & Pill 1993; Campbell, Weeks, Walsh & 
Sanson-Fisher 1996), was not highly rated as a training method. 
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Table 7.15  Rating of the usefulness of different ways of receiving clinical 
management information on STDs/HIV/AIDs 
 
 Very 
useful 
n (%) 
Somewhat    
useful 
n (%) 
Not 
useful 
n (%) 
Missing
n (%) 
     
Clinical practice guidelines 
 
26 (63) 11 (27) 0 0 
Educational audio or videotapes 
 
18 (44) 14 (34) 3 (7) 6 (15) 
Small group workshops with other  
GPs and sexual health experts 
 
 
16 (39) 
 
13 (32) 
 
6 (15) 
 
6 (15) 
GP Division meetings on 
HIV/STDs 
 
16 (39) 13 (32) 5 (12) 7 (17) 
Articles in division newsletters 
 
13 (32) 20 (49) 3 (7) 5 (12) 
Short-term clinical attachment to 
an STD service 
 
 
10 (25) 
 
18 (44) 
 
6 (15) 
 
7 (17) 
Distance learning or self-study 
modules which attract CME points 
 
 
11 (26) 
 
16 (39) 
 
9 (22) 
 
5 (12) 
Practice Assessment Activity in 
HIV/STD prevention 
 
 
9 (22) 
 
15 (37) 
 
12 (29) 
 
5 (12) 
A pre-arranged visit by a ‘mock 
patient  to get practice in HIV/STD 
risk counselling and feedback 
 
 
 
5 (12) 
 
 
14 (34) 
 
 
16 (39) 
 
 
6 (15) 
Cultural training 4 (10) 16 (39) 14 (34) 7 (17) 
A reference service provided by:     
Telephone 17 (42) 14 (34) 1 (2) 9 (22) 
e-mail 2 (5) 5 (12) 8 (19) 26 (63) 
Internet 2 (5) 4 (10) 8 (19) 27 (66) 
Fax 7 (17) 8 (19) 5 (12) 21 (51) 
     
 
 
As mentioned above, only 13 GPs actually had HIV/AIDS patients, and only 
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three of those reported that they currently manage all care of HIV/AIDS 
patients.  However, 21 GPs (55% of the total) indicated they would like to 
have more training in identifying seroconversion illness for HIV, and in 
management and continuity of care. GPs without HIV patients particularly felt 
the need for more training in the areas of identifying seroconversion illness, 
management and continuity of care, drug interactions and interpretation of test 
results.  They also wanted more training in pre-and post-HIV test counselling, 
risk assessment and sexual health counselling in general (see Table 7.16).  
These were multi-choice questions and respondents could tick any number 
from all to none. 
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Table 7.16  Educational preferences, GPs with and without HIV patients 
 
 GPs with 
HIV pts 
(n=13) 
N (%) 
GPs with no 
HIV pts 
(n=28) 
N (%) 
Total 
 
(n=41) 
N (%) 
Diagnosis and management    
 identifying HIV seroconversion 
illness  
5 (39) 16 (59) 21 (55) 
 management and continuity of care 0 17 (63) 20 (53) 
 drug interactions 6 (46) 16 (59) 20 (53) 
 interpretation of test results  3 (23) 15 (56) 18 (47) 
    
Support    
 support and resources for referral 9 (69) 20 (74) 27 (66) 
 access to hospital resources 5 (39) 9 (33) 14 (34) 
 cross-cultural communication  0 9 (33) 9 (22) 
 becoming a prescriber for HIV 
medications 
1 (8) 4 (15) 5 (12) 
    
Risk assessment    
 infection control 7 (54) 13 (48) 19 (46) 
 risk factors and risk assessment 4 (31) 14 (52) 17 (41) 
 sexual history taking 3 (23) 12 (44) 15 (37) 
 transmission 4 (31) 10 (37) 13 (32) 
    
Diagnostic tests and follow-up    
 medico-legal implications 8 (62) 18 (67) 26 (64) 
 pre and post-test counselling  3 (23) 15 (56) 18 (44) 
 contact tracing  8 (62) 10 (37) 17 (41) 
 notification 2 (15) 11 (41) 13 (32) 
    
Sexuality issues    
 sexual dysfunction  5 (39) 17 (63) 21 (51) 
 counselling in sexual health 2 (15) 16 (59) 17 (41) 
 sexual orientation problems 4 (31) 10 (37) 14 (34) 
 transgender issues 3 (23) 8 (30) 11 (27) 
    
 
 
 
Table 7.17 shows how many GPs had participated in CME programs.  Forty-
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six percent, or 19 had undertaken at least one continuing medical education 
program in the selected areas in the current triennium (1996-8).  Table 7.18 
shows some demographic characteristics of these 19.  Specifically, 12 (29%) 
had undertaken training in hepatitis B diagnosis and management, 11 (27%) in 
hepatitis C, 9 (22%) in sexually transmitted disease and 5 (12%) in HIV/AIDS 
diagnosis or management.  
 
 
Table 7.17  Participation in CME programs 1996-98 
 
 N (%) who had 
participated 
Hepatitis B diagnosis or 
management 
12 (29) 
Hepatitis C diagnosis or 
management 
11 (27) 
STD diagnosis or 
management 
9 (22) 
HIV/AIDS diagnosis or 
management 
5 (12) 
Any of the above 19 (46) 
  
  
 
Table 7.18 Characteristics of those who participated  
in CME programs (n=19) 
 
 N (%) 
Sex  
Male 11 (41) 
Female 8 (57) 
Age group  
Under 50  6 (32) 
51 or over 13 (68) 
 
 
 
A separate analysis was then carried out, dividing the group into GPs who had 
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participated in any continuing medical education programs in STD diagnosis or 
management, hepatitis B, hepatitis C or HIV/AIDS diagnosis or management in 
the current triennium, and those who had not, in order to examine any differences 
in their preferences for further education.  Results are seen in Table 7.19.
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Table 7.19  Educational preferences, GPs with and without advanced training 
 GPs with CME  
training 
(n=19) 
N (%) 
GPs without 
CME  
(n=22) 
N (%) 
Total 
 
(n=41) 
N (%) 
Diagnosis and management    
 identifying HIV seroconversion  10 (53) 11 (50) 21 (55) 
 management and continuity of 
care 
12 (63) 8 (36) 20 (53) 
 drug interactions 12 (63) 8 (36) 20 (53) 
 interpretation of test results  8 (42) 10 (45) 18 (47) 
    
Support    
 support and resources for referral 15 (79) 12 (55) 27 (66) 
 access to hospital resources 9 (47) 5 (23) 14 (34) 
 cross-cultural communication  2 (11) 7 (32) 9 (22) 
 becoming a prescriber for HIV 
medications 
2 (11) 3 (14) 5 (12) 
    
Risk assessment    
 infection control 9 (47) 10 (45) 19 (46) 
 risk factors and risk assessment 8 (42) 9 (41) 17 (41) 
 sexual history taking 6 (32) 9 (41) 15 (37) 
 transmission 5 (26) 8 (36) 13 (32) 
    
Diagnostic tests and follow-up    
 medico-legal implications 11 (58) 15 (68) 26 (64) 
 pre and post-test counselling  7 (37) 11 (50) 18 (44) 
 contact tracing  7 (37) 10 (45) 17 (41) 
 notification 6 (32) 7 (32) 13 (32) 
    
Sexuality issues    
 sexual dysfunction  11 (58) 10 (45) 21 (51) 
 counselling in sexual health 7 (37) 10 (45) 17 (41) 
 sexual orientation problems 7 (37) 7 (32) 14 (34) 
 transgender issues 7 (37) 4 (18) 11 (27) 
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GPs were asked which days and times were most preferred for training 
sessions and if incentives such as free locums, CME points or monetary 
payment would be necessary to enable participation in clinical attachments.  
Midweek was the most popular, and evening sessions were nominated most 
frequently.  No one chose full day sessions.  29 (60%) nominated CME points, 
25 (58%) payment at the ‘in-hours’ rate and 15 (35%) a free locum as 
appropriate incentives, or, as framed, ‘necessities’, for attending attachments 
(multiple choices allowed).  However, they recognised that both payment and 
free locums were unlikely to be readily available (see tables 7.20 and 7.21).  
 
 
Table 7.20  Preferred days and times for training seminars 
 
 n (%) 
Day of week  
Monday 4 (10) 
Tuesday 10 (24) 
Wednesday 22 (53) 
Thursday 10 (24) 
Friday 7 (17) 
Saturday 7 (17) 
Sunday 
 
5 (12) 
Time of day  
Evening,  e.g. after 6pm 31 (74) 
Half day sessions  17 (41) 
Lunchtime, e.g. 1-3 p.m. 6 (14) 
Breakfast meeting, e.g. 7-9 am 2 (5) 
Full day sessions 0 
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Table 7.21   Incentives to enable participation in clinical attachments 
 
 Yes 
n(%) 
No 
n(%) 
Not sure 
n(%) 
 
RACGP QA/CME points 
 
29 (60) 
 
7 (16) 
 
6 (14) 
Divisional payment at the ‘in-hours’ 
hourly rate ($97) 
 
25 (58) 
 
5 (12) 
 
7 (16) 
Access to a free locum? 15 (35) 18 (42) 5 (12) 
    
 
 
 
Discussion 
 
Although a modest sample size, this study has revealed interesting insights 
about sexually transmitted diseases and the realities of general practice.  In the 
candidate’s needs assessment discussed in this chapter, respondents indicated 
that the most common sexual health encounters per week in general practice 
were providing contraceptive advice; (31 (76%) gave such advice at least 
weekly); offering specific advice about safer sexual practices (24, 59%), and 
performing Pap smears (23, 57%).  Twenty-four general practitioners, 58% of 
the sample, had treated at least one and up to ten patients with a sexually 
transmitted disease in the last month.  This is comparable to the rate in a 
Victorian study of general practitioners’ sexually transmitted disease 
knowledge and practices (Mulvey, Temple-Smith & Keogh 1997); of their 
sample of 444 GPs in Victoria, 54% diagnosed STDs at least monthly. 
 
Patients may be relatively well-informed about HIV and yet have poor 
knowledge of other more prevalent sexually transmitted diseases (Wyn 1994).  
The four main curable sexually transmitted diseases, gonorrhea, chlamydia, 
syphilis and trichomoniasis, account for at least 333 million cases per year 
world-wide, according to WHO  (Gerbase, Rowley, Heymann, Berkley, Piot 
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1998, Cates & Dallabetta 1999).  Chlamydia, the most common sexually 
transmitted disease, can be silent, go undiagnosed, and lead to pelvic 
inflammatory disease and consequent infertility in women  (Westgarth et al 
1994). It is also often asymptomatic in males.  Known risk factors for 
chlamydia include young age (<25 years), multiple sexual partners, taking oral 
contraceptives, nulliparity, a history of gonococcal infection, and 
(unsurprisingly) a sexual partner with symptoms of a sexually transmitted 
disease (Garland, Gertig, McInnes 1993).  Testing for chlamydia is 
opportunistic and under the present system the responsibility is on the medical 
practitioner to initiate investigations irrespective of the patient’s reason for 
presenting (Westgarth et al 1994, Johnson, Grun, Haines 1996).  Gonorrhea 
carries a significant burden of morbidity (Horsburgh, Douglas, LaForce, 1987) 
and while its incidence in Australia declined in the 1980’s, it was on the 
increase again in the 90’s; the rate per 100,000 was 16.3 in 1994 and 29.4 in 
1998 (NCHECR).   
 
Findings from the Australian study of 1030 patients aged 18-50 years 
attending general practitioners in Sydney, mentioned in Chapter Five, 
confirmed that accurate identification of those at risk is not occurring (Ward & 
Sanson-Fisher 1995).  For example, GPs indicated on checklists filled out 
subsequent to the patient consultation that nearly 60% of patients who 
reported nonmonogamous sexual activity in the previous 12 months were not 
at risk of HIV; they identified only half the IDUs at risk and only half of the 
MSMs (men who have sex with men; this may include married or 
heterosexual-identifying men).  Moreover, they were also poor at judging 
patients’ sexual preferences, and were often unaware if their patients had had 
HIV tests.  
 
Barriers to sexual history-taking reported by physicians include lack of time 
and financial constraints (Jewell & Jewell 1989, CARG 1990, Kligman 1991), 
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sexual orientation of patient  (CARG Working party survey 1990), fear of 
intrusion, age (similar to patient) sex (different to patient), fear of inadequacy, 
cultural differences (ethnic, gay, youth), presence of a third party, lack of 
appropriate training, patients’ offending behaviours  (Temple-Smith, 
Hammond, Pyett and Presswell 1996), discomfort, anxiety, or risk of 
offending the patient  (Andrist 1988, CARG 1990, Kligman 1991, Boekeloo, 
Marx et al 1991, McCance, Moser, Smith 1991, Mackie 1993, Westgarth, 
Crofts, Gertig 1994, Risen 1995), fear of uncovering a problem that they are 
not prepared to deal with (Andrist 1988) or an assumption that the patient is 
not at risk for sexually transmitted diseases  (Haley, Maheux, Rivard, Gervais 
1999).  In the current study, time and financial constraints were cited by the 
GPs interviewed as substantive obstacles to undertaking discussions of sexual 
risk factors.  However, responses to the case studies also suggest that some 
patients at risk may be missed.   
 
Although patients may not want to shock the GP by being truthful (Donovan 
1986), or may be reluctant to acknowledge homosexual contact or drug use 
(Kaldor 1992), Ward & Sanson-Fisher (1995) indicated that an average of 
80% of the patients in their study (who were aged between 18 and 50) would 
not object to being asked relatively intrusive questions about sexual preference 
and practices, e.g. numbers of sexual partners in the preceding 12 months, 
frequency of condom use, gender of partners, anal sex, sex with prostitutes, or 
injecting drug use.  Further, between 82 and 85% of the respondents (aged 
between 18 and 25) to the randomised trial described in Chapter Five 
indicated that they would not object to being asked about sexual orientation, 
numbers of sex partners, sexual practices or being given advice on safe sex 
and safe drug-using. 
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Case studies or vignettes are often used in surveys of GPs, physicians, or other 
specialists’ diagnosing practices, from sore throat (Carr, Wales & Young 
1994), asthma (Finkelstein, Lozano, Shulruff et al 2000), and breast cancer 
screening (Marwill, Freund & Barry 1996), to alcohol use (Kaner, Wutzke, 
Saunders et al 2001), sexual history-taking (Bouman & Arcelus 2001) 
depression (Butler, Collins et al 2000), psychiatric illness (Lawrie, Martin, 
McNeill et al 1998), and HIV post-exposure therapy (O’Connor 2000). The 
case scenarios as described present an opportunity for a discussion of sexual 
risk behaviour.  It is reassuring that the GPs were more likely to initiate 
discussion in the three scenarios where HIV tests were requested (although 
one or two still found it ‘unlikely’), and that they were more likely to discuss 
risk with younger patients.  A 20-year-old single woman attending for a repeat 
prescription of an oral contraceptive, who has not been seen for at least a year, 
presents an opportunity for the GP to initiate a discussion of sexually 
transmitted disease risk.  S/he may only need to ask one question, which will 
add very little time to the consultation but may be of untold benefit to the 
patient.  In this knowledge it is disturbing to find that 44% of our sample 
report it ‘unlikely’ or ‘highly unlikely’ that they would raise the subject in this 
case.  Clues to asking about sexual risk behaviour were given in the two other 
hypothetical cases.  Two patients attending for unrelated matters were recently 
divorced or separated, but 73% of GPs said they were ‘unlikely’ to initiate 
such a discussion.  However, the ability to take a sexual history and converse 
comfortably about sensitive issues is the lynchpin for any counselling 
intervention, and some GPs may have felt less at ease in the scenarios of older 
patients.  One did say that he “knew all his patients, and knew who to ask and 
who he did not need to” (about sexual behaviour). 
 
In the USA, primary care physicians infrequently conduct sexual risk 
assessment and even less frequently do the thorough risk assessment necessary 
for effective risk reduction (Fredman et al 1989, Lewis & Montgomery 1990, 
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Gemson et al 1991, Boekeloo et al 1992, Rabin 1998).  Furthermore, when 
HIV-related topics are discussed in general practice the conversation is chiefly 
patient-initiated (Hearst 1994, Kellock & Rogstad 1998).  A study of UK 
physicians demonstrated that raising the issue of HIV testing is more anxiety-
provoking for the GP in certain clinical scenarios; almost 15% of 76 GPs who 
attended a study day on STDs would never raise the issue of HIV testing with 
homosexual men who appeared well (Kellock & Rogstad 1998).  Providers’ 
ability to provide relevant counselling is dependent on their knowledge and 
understanding of the specific behaviours that put the patient at sexual risk.  
Counselling to reduce risk can only be relevant to the patient if preceded by 
thorough risk assessment that elicits both sexual risk behaviour and possibly 
the reasons for the behaviour, and recommends acceptable solutions (Rabin 
1998).  High rates of HIV testing signal the need for all GPs to have adequate 
counselling skills; from a public health perspective, testing of the ‘worried 
well’ provides excellent opportunities for counselling about the more common 
sexually transmitted diseases (Kirkman, Scott, Bartos 1999). 
 
While it is noted that HIV testing of individuals without recognised high-risk 
behaviour is a common practice in several countries (Van Casteren, Leurquin, 
Bartelds et al 1993, Gigerenzer, Hoffrage & Ebert 1998), including Australia 
(Van de Ven, Kippax, Crawford, French 1997, Lupton, McCarthy, Chapman 
1995), Guidelines for HIV Testing, issued by the U.S. Centers for Disease 
Control (CDC) recommends that counselling should be offered to those who 
request testing.  Pre-test counselling consists of: 1: risk assessment; 2: the time 
required for results (including the window period); 3: the process of testing; 4: 
the meaning of positive and negative results; and 5: the potential 
consequences of testing (Pazin 1991).  Risk assessment also offers an 
important opportunity to discuss what constitutes risky behaviour, even if no 
change results (Wolitski, MacGowan, Higgins, Jorgensen 1997).  
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Most patients seen in primary care would respond to doctors who express 
interest in providing information and counselling (Epstein 1991, Gerbert, 
Maguire, Coates 1990), and this study indicates they could take a more active 
role in educating and counselling patients about HIV and other sexually 
transmitted diseases.  
 
Limitations of the study included the small sample size (41 general 
practitioners).  Considerable effort was put into recruiting GPs who claimed 
they rarely or never saw HIV patients, in order to gain a representative 
sample, however.  There was no evidence of a worrisome response bias. 
 
Conclusion 
  
This was one of the few studies of GPs’ attitudes, clinical practice and 
behaviours in relation to HIV and STDs in Australia.  General practitioners in 
this study reported that they regularly consult with patients at risk for sexually 
transmitted diseases.  These GPs have their largest proportion of patients in 
the 26-50 age group (both Anglo-Australian and NESB patients), the second 
group after the 18-25 year age group most likely to be at risk for STDs (34% 
of GPs saw between 20 and 60 patients per week in the 26-50 group, while 
46% of GPs saw between 6 and 20 patients in the 18-25 group).  They also 
report that they manage a number of patients with HIV, hepatitis B or hepatitis 
C.   It was notable that less than half the GPs, many of whom consulted in 
other languages, knew of the Livingstone Road Clinic, which holds weekly 
clinics for Chinese, Vietnamese and Thai speakers, with experienced 
interpreters.  At interview, several GPs requested information on services 
available in the Central Sydney area. 
 
Ninety per cent of the group indicated that clinical practice guidelines for 
STDs and HIV would be useful, 44% wanted training in pre- and post-HIV-
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test counselling, and 55% wanted training in identifying seroconversion illness 
and management and continuity of care.  This indicates an unmet need in 
general practice; while HIV patients are uncommon, the other STDs are seen 
frequently enough for GPs to request further training in this area.  The case 
studies showed that GPs were realistic in assessing the younger patients’ risk, 
as STDs are more common in younger age groups, but training in sexual risk 
assessment would perhaps raise awareness of other risk factors.  This was a 
small sample of GPs; moreover, those agreeing to take part in the interview 
were likely to be already motivated or interested in the subject.  However, the 
results are encouraging.  
 CHAPTER EIGHT 
 
Conclusions and recommendations 
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This thesis has reported on several aspects of the prevention of sexually 
transmitted diseases, with a particular emphasis on HIV/AIDS, in primary health 
care settings in Australia, specifically general practice.  The four aims of the work 
were: 
 
i) To describe the primary prevention of sexually transmitted diseases, 
following from the arrival of the HIV/AIDS pandemic in Australia 
 
ii) To describe HIV/STD risk behaviour  
 
iii) To summarise previously known evidence of interventions to reduce risk 
and to raise awareness of HIV and other sexually transmitted diseases  
 
iv) To contribute new evidence addressing the potential of the general 
practitioners’ role in HIV/STD prevention 
 
Chapter One described the public health aspects of the prevention of sexually 
transmitted diseases, which gained new publicity following the advent of 
HIV/AIDS in Australia.  It briefly described Australian response strategies to the 
epidemic and discussed and defined ‘risk’ in the transmission of sexually 
transmitted diseases, of which HIV/AIDS is one.  Australia’s remarkable 
integration of government, services and independent organizations in the 80’s 
enabled swift action to be taken to deal with the epidemic as soon as it began 
here.  The broadening and ‘mainstreaming’ of HIV/AIDS with other more 
prevalent and more contagious diseases, some of which have long-term 
consequences for health, has now utilised and directed some of those initial 
strategies into broader fields. 
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Chapter Two provided an overview of behavioural risk in sexually transmitted 
diseases, including HIV.  It reviewed some risk factor prevalence studies in 
Australia and overseas, and discussed risk behaviour and cognitive models of 
behaviour change, as applied to sexual risk.  It provided background for the 
following chapters, gave some information about from population surveys about 
sexual risk behaviour, and identified how few studies of risk have been conducted 
in primary care settings.  It also briefly discussed the influence of alcohol and 
drugs on risk-taking, and the difficulty of changing entrenched behaviour.  
 
Chapter Three reviewed the effectiveness of reported interventions tested in 
primary health care settings to reduce sexual risk behaviour, with the aim of 
tracing effective interventions. People who may be at low risk nevertheless still 
need to be able to accurately assess the extent of their own risk in each situation 
and to maintain safe behaviour.  Early intensive interventions to combat HIV 
were applied, appropriately, with those people who were at the highest risk of 
infection and early death, while the early population-based publicity campaigns 
were often so effective (the Grim Reaper campaign, for example), that HIV 
tended to overshadow other STDs that are far more contagious.  Now, the 
possibly more appropriate inclusion of other sexually transmitted diseases with 
HIV/AIDS and the broadening of scope of interventions means that these 
interventions to reduce risk and disease transmission must be, and can be, 
available to everyone.  How this is done relies on communication: about accurate 
information, personal risk assessment, the availability of preventive measures, 
and the acquisition of skills to use them.   
 
 263
In this context, Chapter Four examined brochures about sexually transmitted 
diseases and drug use, with the aim of choosing some to use in the candidate’s 
intervention trial.  The information age has a wealth of words and resources and 
the capability to produce material easily.  However, the project revealed a lack at 
that time of comprehensive, explicit and appropriate material to reduce risk for 
HIV, other sexually transmitted diseases, and hepatitis among the age group most 
often at risk; the 18-25 year group.  Since then, two excellent booklets were 
produced: one by NSW Health (Sexually transmissible diseases and their 
prevention), and another from ANCARD (The Keep it Simple K.I.S.S.S. Guide to 
Safe Sex).  They both went out of print almost immediately, such was the demand 
for them, and they were not available again until late 2000.                             
    
Chapter Five evaluated a general practitioner-based counselling intervention to 
raise awareness of sexually transmitted diseases and to reduce HIV/STD risk 
behaviour. The young people’s level of knowledge about HIV transmission was 
high at both pre-and post-test.  They underestimated their risk for hepatitis, pre-
intervention, but at follow-up there was an increase in risk perception.  While 
risky sexual behaviour was at a fairly low level at baseline, at follow-up both 
groups reported condom use consistent with previous behaviour. Twenty-seven 
per cent of Intervention group respondents still had not used a condom at first sex 
with a new partner; however, as no information was available about the partner, 
risk could not be further quantified.  The patients were comfortable with GP-
initiated discussions of sexual risk, pre-intervention, and indicated a preference 
for the GP as a source of information, post-intervention, but still found it only 
‘somewhat easy’ to discuss sex-related conditions with them.  The GP 
intervention proved acceptable and memorable to the patients, and the brief series 
of questions was easily incorporated into routine consultations for unrelated 
conditions. The intervention appeared to raise sexual awareness in young adults, 
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but did not appear to alter their behaviour. Such an intervention delivered 
opportunistically can, therefore, raise sexual risk awareness in young adults.   
 
Chapter Six analysed data resulting from questions on sexual behaviour asked in 
the Central Sydney section of the 1997 NSW Health Survey.  This sequence of 
questions had been designed to provide benchmarks of sexual risk behaviour in 
the age group 18 –40 years, and to provide an indication of condom use as a 
method of prevention for sexually transmitted diseases, including HIV/AIDS.  It 
described a simple method of monitoring sexual risk at the population level.  A 
measure of condom use that focuses on new sexual partners and a specific 
occasion of sex is a plausible proxy with which to assess sexual health risk.  This 
method of risk assessment was also used in the randomised controlled trial 
described in Chapter Five.  Sexual risk in this sample was also somewhat low, but 
those who reported highest risk (high alcohol users and those with more new 
partners) were also the most likely to protect themselves by using condoms. 
 
Chapter Seven presented the results of interviews with a cross-section of GPs in 
Central Sydney about sexually transmitted diseases, with a special emphasis on 
HIV/AIDS and with the inclusion of hepatitis.  They commonly had patients who 
were hepatitis C carriers, they gave contraceptive advice and performed Pap 
smears at least weekly, but sexually transmitted diseases were seen less 
frequently.  Seventy-four per cent did not consider that patients would be 
offended at being asked about risk factors, or being given advice on safe sex. 
However, on being asked about sensitivities that had to be kept in mind when 
seeing patients from Non-English-Speaking backgrounds, GPs did mention that it 
would be offensive to ask a Muslim woman about sex, and would not do so unless 
she asked for advice.  Two male GPs specifically said they referred young women 
to a female partner in the practice for gynaecological matters.   
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The results of the needs assessment indicated that further training was requested 
by GPs in pre- and post-test counselling and sexual history-taking, and that they 
considered that guidelines would be most useful. GPs also indicated they would 
like the opportunity for training in the diagnosis of seroconversion illness for 
HIV, and management of HIV-related ailments, although these patients were 
comparatively rare in their practices.  Workshops and division meetings were a 
preferred way of gaining clinical management training. The GPs in this study, 
when given hypothetical case scenarios for talking about sexual behaviour, were 
more likely to ask the younger patients (under 25 years) than the older ones (over 
35 years) about sexually transmitted diseases, even when an indicator of potential 
risk was given.  Chapter Five could provide evidence for the ease and 
effectiveness of opportunistic sexual risk assessment in routine consultations. 
 
Behavioural interventions in HIV/STD prevention are a subject of considerable 
interest and debate (Stephenson, 1999).  The question of what works remains a 
challenging one.  Policy interventions can effectively change social norms by 
addressing social networks and community consciousness.  These broad-band 
interventions have been effective in reducing HIV risk among different 
population groups in different settings.  For example, rates of HIV prevalence and 
incidence are beginning to decline, for example in New York City, a high 
prevalence area (Auerbach & Coates 2000), which points to the impact of long-
term prevention efforts.  Public campaigns in Australia were highly successful in 
raising awareness in the initial stages of the HIV epidemic and the people most at 
risk, gay and bisexual men, responded overwhelmingly.  Now that antiretroviral 
medications can subdue HIV and its consequences, rising rates of gonnorhea, a 
marker for high-risk sexual behaviour, may indicate that risks are still being taken 
and prevention must be re-addressed (Donovan, Bodsworth, Rohrsheim et al 
2001). 
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Counselling strategies about condom use and negotiation, combined with HIV 
and/or STD testing have been proved effective at reducing risk for HIV and STD 
transmission when delivered in the context of STD clinics and university health 
clinics (Wenger, Linn et al 1991; Wenger, Greenberg et al 1992).  Other 
interventions have proved successful in reducing risk behaviours and recurrent 
STDs in STD clinics and primary care clinics in the United States, the most 
notable and successful of which are the Project RESPECT and the NIMH 
Multisite Prevention Trial (Kamb, Fishbein, Douglas, Rhodes et al 1998; NIMH 
Multisite Prevention trial Group 1998).  The candidate was unable to demonstrate 
that a GP-based intervention has impact, however.  
 
Interventions to reduce risk can range from brief exchanges of information and 
advice, as in the randomised controlled trial described in Chapter Five, to long-
term intensive counselling or therapy, which were beyond the brief of the 
candidate’s intervention.  The candidate recommends the next generation of 
behavioural research further extend development and evaluation of more 
intensive GP-based interventions. 
 
Initial questioning by a primary care giver is one means of identification of 
patients who need advice and are receptive to an assessment of sexual risk 
behaviour and information about sexually transmitted diseases.  Evidence has 
already been produced for the effectiveness of opportunistic interventions in 
general practice to address tobacco smoking (Wilson, Wakefield et al, 1990), 
cancer screening (Young  & Ward 1999) and physical inactivity (Smith, Bauman 
et al, 2000).  Given data presented in this thesis that confirm the presence of risk 
behaviour among heterosexual adults, a responsive research agenda remains 
needed. 
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Needs Assessment & Health Outcomes Unit    
A/Prof Jeanette Ward, Director 
Ms Elizabeth Proude, Doctoral Scholar 
L3E Queen Mary Building, RPAH    
Grose St, Camperdown  NSW 2050 
Locked Bag No 8, Newtown NSW 2042 
Tel: +61 2 9515 3332   Fax:  +61 2 9515 3334  
email jward@nah.rpa.cs.nsw.gov.au 
 
 
Dear Dr  
 
STD risk reduction in general practice 
 
The NH&MRC has funded this study which is being carried out by the Needs 
Assessment & Health Outcomes Unit of the Central Sydney Area Health Service.   
Further to your recent telephone call, I am writing to confirm your interest in 
participating in this project, which aims to measure the effectiveness and acceptability of 
safe sex counselling in general practice.  It is an important project which is designed to 
support good quality-of-care in general practice.  We have applied to the RACGP for 20 
Practice Assessment Activity points for participation.   
 
Reduction of morbidity due to STDs is a recognised national health goal, and sexually active 
young adults, especially those of low socioeconomic status, have been identified as a 
priority group for preventive strategies.  In a previous study, we demonstrated a high 
prevalence of STD risk behaviour among heterosexual patients attending GPs in CSAHS.  
Another recent study showed up gaps in research into the sexual beliefs and behaviours of 
single young people in their early 20s, and what exists is limited in both quantity and 
breadth of coverage.  This particular age group is also likely to be more sexually active than 
a sample of their teenage peers. 
 
In response, the NH&MRC has funded a trial of a GP intervention which is initiated 
opportunistically using a randomised controlled design.  The intervention has been designed 
to be feasible in everyday general practice, and has been pilot-tested. The study has been 
approved by the CSAHS Ethics Review Committee (RPAH Zone).  
 
Your interest in this project is appreciated.  Elizabeth Proude will contact you to arrange a 
briefing session as soon as possible, with more information about the method and procedure 
for the project.  If you have any further questions about the research, you can contact Dr 
Jeanette Ward, the staff specialist in charge of the study, on 9515 3245 or Elizabeth Proude, 
the Research Scholar coordinating the study, on 9515 3332. 
 
Thank you for your help  
 
CSAHS Needs Assessment and Health Outcomes Unit 
 
 
Jeanette Ward 
Director 
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YOUNG ADULTS’ PROJECT -  STD PREVENTION IN GENERAL PRACTICE 
 
A study to test the effect of a counselling intervention in general practice 
 
DOCTOR’S INSTRUCTIONS 
 
At the beginning of the consultation: does the patient qualify? 
 
If the patient gives you an envelope containing a questionnaire, they have agreed to be 
part of the study. 
 
Check - the symbol on the envelope: 
 
No symbol = Smoking intervention 
 
Symbol = Safe sex intervention 
 
  
Continue with the consultation as usual, THEN 
 
After discussing the matter that the patient came to consult you about: 
 
Ask NO SYMBOL:-  ‘Do you smoke?’ If YES, give firm advice to QUIT.  If NO, no 
further intervention is required.  
 
Ask SYMBOL- ‘Are you running the risk of -contracting a sexually transmitted disease? 
  Hepatitis B or C? 
  HIV virus?  
  An unwanted pregnancy? 
 
(You will appreciate that you may need to explain further what some of these risks are) 
 
If the patient is not at risk, e.g. is self-declared monogamous, virgin, non-IV drug user, 
etc, no further intervention is required.   
 
If the patient is at risk through their own or their partner’s behaviour, GIVE THE 
PATIENT THE ‘SHOWBAG’ with a brief explanation of the contents, if required.  
The patient may possibly prefer to take it home to examine at leisure, and not discuss it 
with you. Tell him/her that phone numbers are provided within of experienced workers 
who will discuss anything they want to know more about, without embarrassment or fear 
of disclosure. 
 
After the consultation, complete your checklist 
 
First, copy the code number from the envelope onto the checklist.  Complete a brief 
diagnosis, or reason for presentation.  Indicate which intervention you used.  If neither 
intervention was used, please say why (e.g. Emergency, patient passed out, got called 
away, etc). 
 
 4
If you did use an intervention 
 
Estimate, from the patient’s reaction, the stage of behaviour change at which the patient 
appears to be (e.g. 1= Patient unaware of risk, or aware of risk but not intending to give 
up/change behaviour; 2= patient aware of risk, thinking about changing behaviour, etc; 
refer to the Prochaska article supplied with your information package) and circle the 
number on the checklist that you think is closest to the patient’s attitude. 
 
 
Then, please put the questionnaire and checklist into the security box provided. 
 
IT IS IMPORTANT THAT YOU USE THE APPROACH AS DIRECTED EVERY 
TIME.  ONLY THEN CAN WE TELL THE EXTENT TO WHICH EACH WORKS, IS 
PRACTICAL AND ACCEPTABLE TO YOU AND YOUR PATIENTS. 
 
It may also provide an opportunity for your patient to ask questions that they are hesitant 
about asking, if the subject had not already been broached by you. 
 
How long will my part of the study last? 
 
Until 30 questionnaires are completed, or the 3-week period is up. 
 
 
Thank you very much for your help. 
 
Any problems or queries, contact Elizabeth Proude on 9515 3332, or 9953 4487 (home). 
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YOUNG ADULTS’ PROJECT -  STD PREVENTION IN GENERAL PRACTICE 
 
Title: STD risk reduction in general practice 
 
Aims: To design and evaluate the effectiveness of a GP-initiated counselling intervention to 
reduce behavioural risk factors for STDs among general practice patients aged 18-25 years.  
To identify whether patient age, gender, perception of risks, or education level predict 
behaviour change.  To determine reliability and validity of self-reported measures of risk 
factors.  
 
Method: A consecutive sample of 30 adults aged 18-25 will be recruited from the waiting 
room. All patients 18-25 with sufficient levels of English to give informed consent and 
complete a self-administered questionnaire will be asked to read a one-page description of the 
project before agreeing to participate. Respondents will complete the questionnaire before 
seeing the GP. 
 
Patients will be instructed to give this to their GP, who will know from the envelope which 
intervention to use: an envelope marked with a symbol will prompt the safe sex intervention 
(Intervention group), while an envelope with no symbol will prompt a question about smoking, 
and advice to quit with a firm quit date if applicable (Control group).    
 
The GP will proceed with the usual consultation.  At the end of a consultation with those at risk 
for STDs allocated to the intervention, i.e. those with a marked envelope, GPs will ask a 
question about risk behaviour.  For those at risk of a sexually transmitted disease, including 
Hepatitis and HIV, or of an unwanted pregnancy, they will also offer a "safe sex" kit, including 
a packet of condoms and patient information.   
 
Once the patient has left, the GP will complete a checklist, copying the code number from the 
envelope to indicate the reason for the consultation, provision of education, and rate the 
acceptability of the opportunistic approach used in that consultation.  
 
Patients will be mailed a confidential follow-up questionnaire three months after the 
consultation to monitor changes in risk behaviour, perception of risk, and the acceptability of 
the GP counselling intervention. 
 
 6
CENTRAL SYDNEY AREA HEALTH SERVICE   
 
You are invited to help us with some important research.  The Central Sydney Area Health Service and 
the Faculty of Medicine at the University of Sydney are studying the health of people between the ages 
of 18-25 years who visit general practitioners in this locality. The doctor you are seeing today has agreed 
to let us ask you to help in this research. 
 
What do you need to do? 
 
Everyone aged between 18 and 25 who comes to visit the GP today will be asked to fill in a 
questionnaire.  We wish to send you another similar questionnaire in three months' time, so you will also 
need to write in your name, address and telephone number. If you are a visitor to this locality, please 
give your home address, or the address you expect to be at in three months, so that we may contact you 
then. 
 
This study is about sexual matters.  Some of the questions are very personal, but your honest answers are 
very important for our research.  You can be sure that all information is strictly confidential.  All 
answers will be coded by number, and names and addresses will be separated from the answers. No 
individuals can be identified by name. 
 
The doctor you are about to see will not look at your questionnaire or your answers.  However, he or she 
may ask you some questions on health matters asked about in the questionnaire. 
 
Do you have to do this? 
 
The research is not compulsory.  The quality of care you receive today will not be affected by your 
decision.  You may withdraw from the study at any time, should you wish to do so.  This research may 
or may not be of direct benefit to yourself, but it can help others.  We hope you will agree to help us.  If 
you do, please tick the box on the next page.  
 
Please remember to:  
 
Fill in your answers to the questions.  Print your name, address and telephone number on the last page, 
and put the completed questionnaire into the envelope and seal it. Then give it to the doctor, who will 
put it in a security box. 
 
Thank you for your help 
 
Dr Jeanette Ward 
CSAHS Needs Assessment and Health Outcomes Unit 
Please turn the page→ 
_______________________________________________________________________ 
If you have any further questions about the research, you can contact Dr Jeanette Ward, the staff 
specialist in charge of the study, on 9515 3245, or Elizabeth Proude, the Research Scholar coordinating 
the study, on 9515 3332.  This study has been approved by the Ethics Review Committee of the Central 
Sydney Area Health Service.  Anyone with concerns or complaints about the conduct of the study may 
contact the Secretary of the Ethics Review Committee on 9515 6766.    
  
   
 
 
CONSENT FORM 
 
 
 
1. I have read the information on the previous page about the project. 
 
 
2. I understand that I need to answer some questions on this form while I wait  
to see the doctor. 
 
 
3. I understand that the researchers need to send me another questionnaire in three months  
and that I need to provide details of my name and address. 
  
 
4. I understand my name will never be revealed. All information is confidential. 
 
 
5. I understand that I may withdraw from the study at any time, should I wish to do so. 
 
 
 
Please tick the box below to show your consent. 
 
      
 
 
 
 
 
 
 
Please continue by answering these questions:  → 
 
 
 
 
 
 
 
 
 
PATIENT QUESTIONNAIRE 
   
 
General practitioners are always trying to help patients to keep themselves in good health. 
This research project is about HIV and other sexually transmitted diseases. In general, these 
diseases are transmitted through the blood or by sexual relations with infected people. This 
will explain the nature of the questions that follow.  We hope you can help us by answering 
honestly. 
 
More young people in Australia will be affected by these diseases than by cancer or heart 
disease.  We know more about cancer than we do about the sexual health of young people.  
This research is designed to fill this gap in our knowledge. 
 
Thank you. 
 
We have some questions for everyone to complete. These pages are white. THEN, YOU 
WILL FIND BLUE PAGES FOR ONLY MEN TO ANSWER (pages 6 & 7)  and PINK 
PAGES FOR ONLY WOMEN TO ANSWER (pages 8, 9, & 10). 
 
Please answer every question: most questions simply need you to circle the number next to the 
answer which best matches your situation.  
 
 
 
First some general questions about you. 
 
1. Are you    Female     1 
 
   Male     2 
 
2. How old are you?   
[Please write]   ________ years 
 
 
3. Where were you born? Australia    1 
 
Other country    2 
[please specify]___________________ 
 
 
4. What language do you usually speak at home? 
 
English    1 
 
Other      2 
[please specify]___________________ 
 
 
 
5. Are you  Single      1 
   
 
Living with someone/married   2 
 
  Divorced/separated    3 
 
  Widowed     4 
 
 
 
6. Which of these best describes your level of education? 
 
Primary school only    1 
 
Lower secondary school level/ 
School Certificate/ Intermediate  2 
 
Technical or Trade Certificate  3 
 
Higher secondary school/ 
HSC/Leaving Certificate   4 
 
College Certificate or Diploma  5 
 
University degree    6 
 
 
 
7. Which of the following best describes your work status now? 
 
Employed full-time    1 
 
Employed part-time/casual   2 
 
Unemployed    3 
 
Student    4 
 
Permanently ill or unable to work  5 
 
Home duties    6 
 
 
 
 
 
8. For how long have you been a patient of the doctor you are seeing today? 
 
First visit today   1 
   
 
Less than three months   2 
 
3-12 months   3 
 
Over 12 months   4 
 
 
Questions now are about your health.  There are also some questions about drug use.  
Remember, we need honest answers. 
 
Your answers are completely confidential.  
 
9. What sort of problem are you coming to see the doctor about today? 
[Please write] 
 
_______________________________________ 
 
_______________________________________ 
 
_______________________________________ 
 
 
10. Are you a current smoker?  
 
Yes, more than 20 cigarettes a day  1 
 
Yes, 1 to 20 cigarettes a day   2   
 
Yes, but do not smoke every day  3 
 
Yes, pipe or cigars    4 
 
No, not a smoker at all   5 
 
 
11. Have you ever smoked marijuana (grass)? 
 
Yes, in the last 3 months   1 
 
Yes, but not in the last 3 months  2 
 
No    3 
 
12. In the last week, have you had any alcoholic drinks? 
 
Yes, more than 20    1 
 
   
Yes, between 10 and 20    2 
 
 Yes, between 1 and 10    3 
 
 No    4  
 
I have never had alcohol   5 
 
 
13. Have you ever shot up, "blasted" or injected drugs (e.g. speed, heroin, cocaine) 
that is, used intravenous drugs? 
 
Yes, in the last 3 months   1 
 
Yes, but not in the last 3 months  2 
 
No    3 
 
 
 
Sometimes people take drugs by using a needle or ‘fit’ they have borrowed from 
someone else after the other person has used it.  This is what we mean by sharing a 
needle, fit, or syringe. 
 
 
14. Have you ever shared a needle, ‘fit’, or syringe for injecting drugs? 
 
Yes, in the last 3 months   1 
 
Yes, but not in the last 3 months  2 
 
No    3 
 
I don't remember    4 
 
I have not used intravenous drugs  5 
 
 
 
 
 
 
 
 
Sexual practice can be more varied than we usually think. These questions are personal, but 
if you answer them, we will know more about the way that HIV-virus and other STDs 
spread. Thank you for your honest answers.  Remember, your answers are confidential. 
 
   
 
15. Are you 
Heterosexual (straight)    1 
 
Homosexual (gay or lesbian)   2 
 
Bisexual    3 
 
I am not sure about my sexual preference 4 
 
I am not sure what these terms mean  5 
 
 
16. Have you ever had sexual intercourse? 
 
Yes    1 
 
No    2 
 
 
 
17. Have you ever had a sexually transmitted disease (STD)?  
(e.g. chlamydia, genital warts, herpes, gonorrhoea) 
 
Yes    1 
 
No    2 
 
I don't know    3 
 
I have never had sexual intercourse  4 
 
 
 
 
MEN -Please continue on the BLUE PAGES, and then onto the WHITE pages again. 
 
WOMEN- Please turn to the PINK PAGES to continue, and then onto the WHITE pages 
again. 
 
   
THESE PAGES ARE ONLY FOR MEN TO ANSWER.   BLUE 
 
 
18.  Have you ever had penis/vaginal sex with a woman? 
 
Yes, in the last 3 months   1 
 
Yes, but not in the last 3 months  2 [Skip to Q27]  
 
No, never    3 [Skip to Q27] 
 
 
19. How many female sexual partners have you had in the last 3 months? 
 
None    1 [Skip to Q27] 
 
One    2 
 
2-4    3 
 
5-10    4 
 
More than 10    5 
 
Don't know    6 
 
20. In the last 3 months, the last time you had penis/vaginal sex with your regular 
partner, was a condom used? 
 
Yes    1 
 
No    2 
 
I don’t remember    3 
 
I don’t have a regular partner   4 
 
 
21. In the last 3 months, have you had sex with a new partner? 
 
Yes   1 
 
No   1 [skip to Q26] 
 
 
 
 
22. The first time you had sex with this new partner, did you discuss HIV and safe sex? 
   
[If you have had several partners in this time, choose the most recent partner] 
 
Yes    1 
 
No    2 
 
 
 
23. Did you find out if they inject drugs? 
 
Yes    1 
 
No    2 
 
 
 
24. Did you find out if they also have other partners?  
 
Yes    1 
 
No    2 
 
 
25. In the last 3 months, the first time you had penis/vaginal sex with this new partner, 
was a condom used? 
[If you have had several partners in this time, choose the most recent partner] 
 
Yes    1 
 
No    2 
 
I don’t remember    3  
 
 
 
26. In the last 3 months, has the woman or any of the women you have had sex with had 
other sexual partners?  
 
Yes    1 
 
No    2 
 
I don't know    3 
   
Another type of intercourse is anal sex.  Men can have anal sex with men or with women. 
When a man has anal sex, his penis goes inside his partner's back passage.  If he is with 
another man, the other man's penis may go into his back passage. 
 
 
 
27. Have you ever had anal sex (with a man or a woman) ? 
 
Yes, in the last 3 months   1  
 
Yes, but not in the last 3 months  2  
 
No, never    3  
 
 
 
28. How many male sexual partners have you had in the last 3 months? 
 
I have never had sex with a male  1 [Go to Q33 on  
        the White pages] 
None    2 [Go to Q33 on 
the White pages] 
One    3 
 
2-4    4 
 
5-10    5 
 
More than 10    6 
 
Don't know    7 
 
 
29. In the last 3 months, has the man or any of the men you have had sex with had other 
sexual partners?  
 
Yes    1 
 
No    2 
 
I don't know    3 
 
 
 
 
 
 
30. In the last 3 months, the last time you had anal sex with your regular partner, was a 
   
condom used? 
 
Yes    1 
 
No    2 
 
I don’t remember    3 
 
I don’t have a regular partner   4 
 
 
31. In the last 3 months, the last time you had anal sex with a casual partner, was a 
condom used? 
 
Yes    1 
 
No    2 
 
I don’t remember    3  
 
I have not had a casual partner   4    
 
 
 
 
THANK YOU FOR YOUR HELP- now turn over to the WHITE pages again & continue. 
It is very important that you now complete the WHITE pages. 
 
   
THESE PAGES ARE ONLY FOR WOMEN TO ANSWER   PINK 
 
18.  Have you ever had penis/vaginal sex with a male? 
 
Yes, in the last 3 months   1 [continue] 
 
Yes, but not in the last 3 months  2 [Go to Q30] 
 
No, never    3 [Go to Q30] 
 
 
19. How many male sexual partners have you had in the past 3 months? 
 
None    1 [Go to Q30] 
 
One    2 
 
2-4    3 
 
5-10    4 
 
More than 10    5 
 
Don't know    6 
 
 
20. In the last 3 months, the last time you had penis/vaginal sex with your regular 
partner, was a condom used? 
 
Yes    1 
 
No    2 
 
I don’t remember    3 
 
I don’t have a regular partner   4 
 
 
 
21. In the last 3 months, have you had sex with a new partner? 
 
Yes   1 
 
No   1 [Skip to Q26] 
 
 
 
22. The first time you had sex with this new partner, did you discuss HIV and safe sex? 
   
[If you have had several partners in this time, choose the most recent partner] 
 
Yes    1 
 
No    2 
 
 
 
23. Did you find out if they use needle drugs? 
 
Yes    1 
 
No    2 
 
 
 
24. Did you find out if they also have other partners?  
 
Yes    1 
 
No    2 
 
 
25. In the last 3 months, the first time you had penis/vaginal sex with this new partner, 
was a condom used?  
[If you have had several partners in this time, choose the most recent partner] 
 
Yes    1 
 
No    2 
 
I don’t remember    3  
 
 
26. In the last 3 months, has the man or any of the men you have had sex with had other 
sexual partners?  
 
Yes    1 
 
No    2 
 
I don't know    3 
 
 
 
 
Another type of intercourse is anal sex. Men can have anal sex with women.  When a man 
has anal sex, his penis goes inside his partner's back passage.  
   
 
 
27. Have you ever had anal sex ? 
 
Yes, in the last 3 months   1   
 
Yes, but not in the last 3 months  2 [Go to Q30] 
 
No, never    3 [Go to Q30] 
 
 
28. In the last 3 months, the last time you had anal sex with your regular partner, was a 
condom used? 
 
Yes    1 
 
No    2 
 
I don’t remember    3 
 
I don’t have a regular partner   4 
 
 
29. In the last 3 months, the last time you had anal sex with a casual partner, was a 
condom used? 
 
Yes    1 
 
No    2 
 
I don’t remember    3  
 
I have not had a casual partner   4  
 
Research also shows that women can have sex with other women. 
 
 
30. Have you ever had a female sexual partner? 
 
Yes, in the last 3 months    1 
 
Yes, but not in the last 3 months   2 
 
No, never    3 [Go to Q33 
-on the WHITE pages] 
 
31. The last time you had sex with a female partner, did you use a barrier such as a 
dental dam? 
   
 
Yes   1 
 
No   2 
 
I don’t remember   3   
 
 
 
32. How many female sexual partners have you had in the past 3 months? 
 
None    1 
 
One    2 
 
2-4    3 
 
5-10    4 
 
More than 10    5 
 
Don't know    6 
 
 
 
 
 
THANK YOU FOR YOUR HELP- now turn over to the WHITE pages again & continue 
 
It is very important that you now complete the WHITE pages. 
   
Everyone should answer these questions. 
 
THANK YOU FOR YOUR HELP SO FAR-  NOW SOME QUESTIONS ABOUT 
HIV/AIDS.    
 
 
 
33. Have you ever had a test for the HIV/AIDS virus? 
 
Yes    1 
 
No    2 [go to Q36] 
 
I don't know    3 [go to Q36]  
 
 
 
34. When was your last test for the HIV/AIDS virus? 
 
Within the last 3 months   1 
 
Over 3 months ago    2 
 
Can't remember    3 
 
 
 
35. What was the result of this test for the HIV/AIDS virus? 
 
HIV positive    1 
(you have been exposed to the 
virus/you are antibody positive)  
 
HIV negative    2 
(you are not infected) 
 
I don't know what the result was  3 
 
 
36. Have you ever personally known anyone with HIV or AIDS? 
 
Yes    1 
 
No    2 
 
I don't know    3  
 
This section asks about general knowledge of HIV and AIDS.  
   
 
HIV is the virus that causes AIDS. 
 
 
 
37. Please circle True or False to each of the following statements.  
 
 
AIDS is a medical condition in which the body cannot fight off diseases.  True False 
 
Using a condom during sex can lower the risk of getting HIV/AIDS  True False 
 
Most people who get AIDS die from the disease     True False 
 
Only gay men and drug abusers get HIV or AIDS     True False 
 
You can get HIV by using the plate or glass of someone who is HIV+  True False 
 
You can get HIV by using the needle of a drug user who is HIV+   True False 
 
AIDS can be cured if treated early      True False 
 
HIV is found in blood, semen or vaginal secretions     True False 
 
It is OK to use an oil-based lubricant, like Vaseline, with a condom True False 
to stop HIV 
 
Some persons may be infected with HIV and not know it    True False 
 
You can get HIV by kissing someone who is HIV+     True False 
 
 
 
 
   
These questions ask about your personal risk. 
 
 
38. If you needed them, do you know where to buy condoms? 
 
Yes    1 
 
No    2 
 
 
 
 
39.   In the next three months, how likely do you think it is that you will start or continue  
to use a condom every time you have sex with someone other than your usual partner? 
 
You definitely will    1 
 
You probably will    2 
 
You're not sure    3 
 
You probably won't    4 
 
You definitely won't    5 
 
 
Not applicable    6 
 
 
 
40.   With your present lifestyle, how likely do you think it is that you will become infected  
with HIV in the future? 
 
Very unlikely    1 
 
Unlikely    2 
 
Don't know    3 
 
Likely    4 
 
Very likely    5 
 
   
You may be at risk of a sexually transmitted disease (STD) if you have recently had sex with 
a new partner without any barrier.   You may also be at risk for HIV/AIDS.  You may be at 
risk for HIV/AIDS if you have shared a needle to inject drugs.   
 
 
Now, can you answer the questions below? 
 
Please circle the number in each case that you think best applies to you.   
 
 (You have almost finished) 
 
 
Yes No Don't Perhaps  
know 
 
41. Are you at risk for an STD? 1 2 3 4  
 
 
42. Are you at risk for HIV? 1 2 3 4 
 
 
43. Are you at risk of an unwanted 
pregnancy?   1 2 3 4  
 
 
44. Are you at risk of Hepatitis 
 B or C?   1 2 3 4 
 
 
(Hepatitis B is a sexually transmitted disease; Hepatitis C is transmitted through the 
blood). 
 
 
 
 
   
45. Would you object to your GP asking you questions on any of these subjects? 
 
YES NO 
My sexual orientation     
(e.g. bisexual, gay, lesbian or straight)   1 2 
 
   My sexual practices   1 2 
 
How many sexual partners I have had  1 2 
 
My drug-taking habits   1 2 
 
 
 
 
46. Would you object to your GP giving you information on safe sex? 
 
 
Yes    1 
 
No    2 
 
Depends on how well I know the GP 3 
 
Don't know   4 
 
 
 
 
47. Would you object to your GP giving you practical advice on illegal drugs? 
 
Yes    1 
 
No    2 
 
Depends on how well I know the GP 3 
 
Don't know   4 
   
You have now finished.   
 
We would like to send you an identical questionnaire in three months' time. It will be sent to 
you by mail as part of our follow-up, and we ask you to fill it in and return it. (Free post)  
 
 
48. Can we send you a confidential questionnaire in 3 months? 
 
Yes   1 
 
No   2 
 
 
IF YES, Please provide your name and address below. This page will be detached from the 
questionnaire immediately by senior 
research staff.  
 
THANK YOU FOR YOUR HELP WITH THIS IMPORTANT PROJECT!   
 
 
 
 
Please print 
 
NAME: _________  ___________________   ______________________ 
       Miss/Ms/Mrs/Mr    First name                  Surname 
 
ADDRESS:  ______________________________________________ 
 
______________________________________________ 
 
______________________________________________ 
POSTCODE 
 
 
TELEPHONE DURING THE DAY:   (      )________________________ 
 
TELEPHONE AFTER HOURS:          (      )________________________ 
 
 
I agree to participate in the study. 
 
SIGNED: _________________________________   DATE: __________ 
 
 
NOW, PLEASE PUT THE QUESTIONNAIRE IN THE ENVELOPE AND SEAL IT.  
Give it to the doctor when you go in. THANK YOU. 
   
YOUNG ADULTS’ PROJECT -  STD PREVENTION IN GENERAL 
PRACTICE 
 
GP CHECKLIST  CODE NO   
 
1.  Patient presentation:  
 
1. .............................................................................................................................................. 
 
2. .............................................................................................................................................. 
 
3. .............................................................................................................................................. 
 
 
2. Which intervention did you provide? 
 
 Safe sex 1 
 
 Smoking 2 
 
 Neither 3  
 
Reason?(e.g. emergency, patient hostile, patient too ill, forgot)  
 
....................................................................................................... 
 
 
If you provided an intervention: 
 
3.  What is your estimated stage of behaviour change in the patient?  
(circle one number, according to the intervention) 
 
STD      Smoking 
 
1 Pre-contemplation (Unaware of risk, or, not intending to change) 1 
 
2 Contemplation (Aware of risk; thinking/not thinking about future change) 2 
 
3 Preparation (Intending to reduce risk behaviour at next opportunity) 3 
 
4 Action (In process of reducing risk behaviour; includes relapses) 4 
 
5 Maintenance (Keeping to low-risk behaviour)   5 
 
 
6  Not applicable (No risk behaviour at present)   6 
 
 
   
MAKE SURE THAT THE CODE NO IS ON THE CHECKLIST.THANK YOU. 
   
CENTRAL SYDNEY AREA HEALTH SERVICE  
 
STD PREVENTION IN GENERAL PRACTICE 
CONSENT FORM  
 
I have seen the Research Scholar, who has shown me examples of the research 
materials being used in this project. I am familiar with both the smoking and the safe 
sex interventions, and with the protocol to be followed in applying the interventions.  
 
 
*I, the undersigned, agree to participate in the STD PREVENTION IN GENERAL 
PRACTICE project. 
 
*I agree that patients aged 18-25 years be asked to fill in a questionnaire while 
waiting to see me, for the specified time frame of the project.   
 
*I understand the requirements of the randomised control trial, and I understand that 
I need to comply with randomisation and provide the appropriate 
intervention in a standardised manner, according to the designated code. 
 
*I understand that I need to complete a checklist for every patient who completes a 
waiting-room questionnaire. 
 
*I understand that the patients who agree will be sent another questionnaire three 
months after the waiting-room questionnaire. 
 
*I understand that all questionnaire answers will remain confidential, and no 
individual will be identified. 
 
Participating GPs will be given information  about the results.  
 
 _________________________________________ 
NAME 
_________________________________________ 
 
_______________________________________________________ 
 
_______________________________________________________ 
PRACTICE ADDRESS 
 
  
____________________________________________________________________
_ 
PHONE  FAX 
 
 
SIGNATURE DATE / / 
   
YOUNG ADULTS’ PROJECT -  STD PREVENTION IN GENERAL PRACTICE  
 
Receptionist’s Instructions 
 
 
The time frame for your practice’s part in the study is .......................................................... 
 
The participating GP is Dr...................................................................................................... 
 
Thank you for helping us in this important research. It will provide opportunities for GPs 
to discuss the prevention of sexually transmitted diseases with an at-risk age group. 
 
 
Who is to be asked to participate? 
 
All patients of the participating GP aged 18 to 25 years (DOB 1972-79) will be asked to 
fill in the questionnaire. 
 
 
What do I need to say? 
 
Every young man and woman aged between 18 and 25 should be advised that 
Dr.......................................... is taking part in a health promotion program for young 
adults, and has agreed that their patients may be asked to fill in a questionnaire. 
 
Say “Would you please read the description of the study (on the front of the 
questionnaire) and if you agree to help, fill in the form, seal it in the 
envelope attached, and give it to the doctor when you go in.  If you decide 
not to do it, please just give the questionnaire back to me.” 
 
That’s all. 
 
What if a patient says no? 
 
From previous research, we know almost everyone will be happy to participate in the 
survey.  Some patients may need reassurance from you that all answers are confidential; 
this is emphasised in the instructions.  Some people may not read or speak enough English 
to understand the form.  In that case, they will be ineligible (see below).  
 
 
What happens next? 
 
We ask you to keep a tally sheet (see example ) of people who refuse, or who are 
ineligible for the study.  People who are ineligible would be ‘already participated’, 
‘already refused’, illiterate, have insufficient English, or have a mental or physical 
incapacity (e.g. eye or hand injury).  Refusals are just flat refusals. We need to know the 
age and sex of those who refuse so that we may identify any possible trend and, therefore, 
source of potential bias.  For ineligibles we ask only that you record the reason.  
   
Thank you for keeping an accurate tally sheet. 
 
Any further questions? 
 
This research project has been approved by the Central Sydney Area Ethics Review 
Committee.  Any concerns or complaints about the conduct of the study may be addressed 
to the Secretary on 9515 6766. 
 
If you have any further questions or problems please contact the numbers below:  
Ms Elizabeth Proude is the researcher co-ordinating the study.  She will be in personal 
contact with the receptionists, and will collect completed questionnaires, GP checklists 
and tallysheets.  Ph-9515 3332  
 
Dr Jeanette Ward is the Director, CSAHS Needs Assessment and Health Outcomes Unit. 
Ph-9515 3245 
 
 
Thank you for your assistance.   
 
 
☺ 
 
 
 
 
 
 
 
 
 
 
 
 
   
YOUNG ADULTS’ PROJECT -  STD PREVENTION IN GENERAL PRACTICE 
 
TALLY SHEET INSTRUCTIONS 
*** ask all patients between 18 and 25 years of age*** 
 
Remember, every patient of Dr............................................born between 1972 and 1979 who 
does not fill in a questionnaire must be accounted for on this tally sheet.  Thank you for 
keeping an accurate tally sheet. 
 
Refusal   Ineligible 
[write age and sex only]    [write reason only 
e.g. no glasses, NESB] 
 
 
_______________________________  
Date: 
 
 
 
 
_______________________________ 
Date: 
 
 
 
 
_______________________________ 
Date: 
 
 
 
 
_______________________________ 
Date: 
 
 
 
 
_______________________________ 
Date: 
 
 
 
 
_______________________________ 
Date: 
 
 
 
______________________________ 
 
 
 
 
 
______________________________ 
 
 
 
 
 
______________________________ 
 
 
 
 
 
______________________________ 
 
 
 
 
 
______________________________ 
 
 
 
 
 
______________________________ 
   
 
YOUNG ADULTS’ PROJECT 
 
 
The Needs Assessment & Health Outcomes Unit 
Central Sydney Area Health Service 
is studying the health needs of young people 
in this area. 
 
 
 
 
 
 
 
 
 
 
 
 
Your doctor is taking part in this project 
and you may be asked to assist by filling  
in a questionnaire today 
 
 
 
 
THANK YOU FOR HELPING 
 
 
Table 5.50  Sexual experience at follow-up (intention-to-treat) 
 
   
 
(N=312) Intervention 
N(%) 
Control 
N(%) 
Ever had  sex   
..Yes 124 (81) 128 (83) 
..No 30 (20) 27 (17) 
Missing 1 (1) 1 (1) 
Heterosexual sex in last 3 months 112 (72) 108 (69) 
Homosexual sex last 3 months 1 (1) 8 (5) 
   
Number of sexual partners in the last 3 
months? 
  
None 35 (22) 44 (28) 
One 97 (62) 83 (53) 
2-4 15 (10) 20 (13) 
5-10 1 (1) 1 (1) 
Don’t know 1 (1)  
Missing 7 (4) 8 (5) 
 
 
Table 5.51  HIV knowledge scores at follow-up (intention-to-treat) 
 
(N=312) Intervention 
(N=156) 
n (%) 
Control 
(N=156) 
n (%) 
Number of answers correct   
5-8 12 (8) 8 (6) 
9 16 (10) 13 (8) 
10 57 (36) 56 (36) 
11 71 (46) 79 (51) 
   
 
 
 APPENDICES TO CHAPTER SEVEN 
 
Appendix 7.2 Initial letter to GPs 
Appendix 7.4  Structured interview questionnaire    
 
Dear CSAHS Doctor 
 
 GP NEEDS ASSESSMENT IN STDs, HEPATITIS & HIV/AIDS 
 
The Needs Assessment and Health Outcomes Unit and the Multicultural HIV/AIDS Service 
are undertaking a study with CSAHS GPs to find out what your needs are in the areas of 
HIV/AIDS and other STDs, particularly with patients of Non-English Speaking 
Backgrounds, what your current management practices are, and your current use of Area 
health services.  We feel that your input into this area is particularly important, and hope that 
you will agree to be involved. 
 
What is asked of you? 
 
The study will involve a face-to-face interview lasting approximately 20 minutes with you in 
your surgery.  One of our Project Officers will contact you by telephone to ascertain a 
convenient time for this interview. 
 
What feedback will you receive? 
 
When the study is completed, all participating GPs will be sent a summary of the study 
findings. 
 
How have the ethical issues been addressed? 
 
All information from participating GPs will be stored securely and destroyed after the 
completion of the study.  GPs will be identified after data collection only by a code number.  
The study has been approved by the Central Sydney Area Health Service’s Ethics Review 
Committee.  Any person with concerns or complaints about the conduct of a research study 
can contact the Secretary of the Ethics Review Committee (RPAH Zone) on 02 9515 6766. 
 
What happens next? 
 
If you have any immediate questions about the study, please do not hesitate to contact Assoc 
Prof Jeanette Ward, the chief investigator of the study, or Ms Elizabeth Proude, the Project 
Officer on 9515 3332.  Elizabeth will be calling your practice to make a convenient time to 
interview you. 
 
This is an important study aimed to support better outcomes for patients in our Area Health 
Service, and will also give you the opportunity to express what your current needs are in this 
vital field of general practice.  We therefore hope that you will agree to participate. 
 
Yours sincerely 
CSAHS Needs Assessment & Health Outcomes Unit 
 
 
Assoc Prof Jeanette Ward MBBS PhD FAFPHM 
Director 
GP NEEDS ASSESSMENT IN STDs, HEPATITIS, and HIV/AIDS 
 
 
INTERVIEW SCHEDULE 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PART I - Self administered (Consent form; GP log form) 
 
PART II - Interviewer (rates of patients in practice) 
 
PART III - Self-administered (risk assessment, investigations) 
 
PART IV - Interviewer (service satisfaction) 
 
PART V- Leave-behind questionnaire (educational needs, preferences, resources) 
 
 
 
 
 
 
GP NEEDS ASSESSMENT IN STDs, HEPATITIS & HIV/AIDS 
 
 
 
Consent Form 
 
 
 
 
 
 
I agree to participate in a face-to-face interview of about 20 minutes with a Project Officer 
working with the CSAHS Needs Assessment and Health Outcomes Unit and the 
Multicultural HIV/AIDS Service. 
 
I can choose to withdraw at any time. 
 
 
Please tick the appropriate box:      Yes   No 
 
 
 
 
Signature:________________________________________Date:___________________ 
 
 
 
 
 
 
Thank you 
 
 
 
 
Please turn the page 
PART I - GP Log Form (Self-administered)     
 
 
GP NEEDS ASSESSMENT IN STDs, HEPATITIS, and HIV/AIDS SURVEY 
 
Thank you for agreeing to participate in this study about STDs, Hepatitis, and HIV/AIDS.  It should 
take approximately 20 minutes to complete.  We would appreciate some demographic information 
about each GP we interview. 
 
Your answers will remain completely confidential.  Your name is never linked to your answers, as we 
destroy the list that matches names to code numbers at the end of data collection 
 
 
Demographic Data 
 
1. Your age:    ......................... years 
 
2. Sex:      Male  Female 
 
3. Are you:  Full-time (40 hrs or more per week)    
 
Part-time (less than 40 hours per week)     
 
4. Type of practice: Solo   Group    Partnership   
 
 
5. Language(s) spoken, other than English:   
 
.................................................................................................................................... 
 
(I) Do you consult in this language(s)?  Yes     No       
 
(ii) If yes, would you consult with more than 10 patients a week in this language(s)? 
Yes     No     
 
6.  Approximately what percentage of your patients are: 
 
    from an Anglo-Celtic background?  ...................% 
 
Approximately, 
How many patients under 18 of this ethnicity would you see per week? .........  
How many adults aged 18-25 of this ethnicity would you see per week? ......... 
How many aged 26-50?       ......... 
How many aged 50 and over?      ......... 
 
 
(If applicable) from a Non-English-Speaking Background?  ...........% 
 
Approximately, 
How many patients under 18 of this ethnicity would you see per week? .........  
How many adults aged 18-25 of this ethnicity would you see per week? ......... 
How many aged 26-50?       ......... 
How many aged 50 and over?      ......... 
(Only if applicable) 
 
from a Vietnamese background? .........% 
 
Approximately, 
How many patients under 18 of other NESB groups would you see per week? .........  
How many adults aged 18-25 of other NESB groups would you see per week? ......... 
How many aged 26-50?       ......... 
How many aged 50 and over?      ......... 
 
 
from a Chinese background? ............% 
 
Approximately, 
How many patients under 18 of this ethnicity would you see per week? .........  
How many adults aged 18-25 of this ethnicity would you see per week? ......... 
How many aged 26-50?       ......... 
How many aged 50 and over?      ......... 
 
 
7. How many years have you been in general practice?  ..............yrs    
 
 
8. (a) Country, or (Australian) University of training, and year of Graduation:  
 
..................................................................................................................................................... 
 
   (b) If trained overseas, year of registration in Australia ............................................................... 
 
 
9.  Do you have any post graduate qualifications?  Yes  No 
      
(If yes, please specify)    
 
.............................................................................................................................................................. 
 
10.  Are you a member of: (tick if yes) 
  
The local Division of General Practice?    Division......................................  
 
Other Division of General Practice     Division....................................... 
 
The  RACGP?       
 
The Australasian Society for HIV Medicine?    
 
The AMA?        
 
Australia Chinese Medical Association?    
 
Vietnamese GP Association?      
 
 
 Thank You.  We will now continue with some interview questions. 
PART 2- Interviewer-administered.      
 
 
“Thank you for filling in the log sheet. Now I’d like to talk about the rates of STDs in your 
practice.” 
 
 
Looking at your own current practices- 
 
 
11.  In the last month, have you treated any patients with an STD?  
 
Yes No Not sure 
If yes, how many?    .................. 
 
 
 
12. What was their ethnic background? (If more than one, list) ................................. 
 
................................. 
 
13. Can you think about the most recent patient you had with an STD? 
 
When was this?  Last week 
Last month 
Within the last year 
Over 1 year ago 
 
 
14. Could you tell me a little about the clinical presentation. Specifically, was it 
straightforward?  
Yes No 
 
If NO, what were the key problems?.................................................................. 
 
............................................................................................................................ 
 
............................................................................................................................ 
 
............................................................................................................................. 
 
............................................................................................................................. 
 
............................................................................................................................. 
 
........................................................................................................................... 
 
Thanks. That’s great. 
15.  Do you currently have any HIV positive or any AIDS patients?  
 
Yes  No Not sure 
 
 
If yes, how many? HIV/AIDS (Dr may separate).................... ........................ 
 
What is their ethnic background? (If more than one, list) ..................................... 
 
..................................................................................................................................... 
 
 
15a. In general, what is your approach to their care? 
 
...................................................................................................................................................... 
 
...................................................................................................................................................... 
 
................................................................................................................................................... 
 
15b. Are they on combination therapy?.......................................................................... 
 
 
15c. Specifically, do you manage their acute non-HIV illnesses and refer HIV-related 
problems elsewhere? 
 
Yes No 
 
15d. To whom do you refer these patients? 
 
.............................................................................................................................................. 
 
.............................................................................................................................................. 
 
 
16. Do you currently have any patients with chronic hepatitis B?     
 
Yes No Not sure 
 
If yes, how many?     ........... 
 
What is their ethnic background? (If more than one, list) ........................... 
 
................................................................................................................ 
 
 
16a. Do you manage only their acute illnesses and refer hepatitis issues elsewhere?  
 
Yes No     
 
16b. To whom do you refer these patients? 
 
.............................................................................................................................................. 
 
.............................................................................................................................................. 
 
 
17.  Do you currently have any hepatitis C patients?     
 
Yes No Not sure 
 
If yes, how many?     ................. 
 
What is their ethnic background? (If more than one, list) ........................... 
 
........................................................................................................................... 
 
17a. Do you manage only their acute illnesses and refer hepatitis issues elsewhere?  
 
Yes No  
 
  
17b. To whom do you refer these patients? 
 
.............................................................................................................................................. 
 
.............................................................................................................................................. 
 
 
 
 
 
 
 
“Thank you.  Now I have another segment for you to fill in while I get the next section 
organised”. 
                  
20.  THIS SECTION ASKS ABOUT YOUR CURRENT OPINIONS  
 
Please circle your opinion for each statement, thinking about how each one affects your current 
approach to patients who may be at risk of infection with a sexually transmissible disease. 
 
 
Strongly agree= 1 Agree= 2 Disagree= 3 Strongly disagree= 4   
 
 
Whenever I offer advice about STD prevention, 
my patients become embarrassed 
 
I do not have enough time to provide counselling 
in STD prevention 
 
Patients want advice on their presenting problem, not    
health risk factors 
 
I refer all patients with an STD to an STD clinic 
 
There is inadequate remuneration for taking the time to talk 
to patients about STD prevention 
 
I prefer to refer all patients at risk of STD infection to 
another health professional for advice 
 
Patients would be offended if I asked detailed questions 
about sexual practices 
 
Patients would be offended if I asked about use of illegal 
drugs 
 
I find it difficult to take a sexual history from young 
patients of the same sex 
 
I find it difficult to take a sexual history from young 
patients of the opposite sex 
 
GPs are not successful in persuading patients to modify their 
sexual practices  
 
My patients are better off getting advice about STD 
prevention elsewhere 
 
I find it difficult to explain safe sex in terms a patient will 
understand, because of language or cultural barriers 
 
I find it difficult to raise the subject of STDs in a routine 
consultation 
 
I find it difficult to raise the subject of HIV/AIDS in  
routine consultations 
 
1 
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1 
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1 
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1 
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1 
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21.  THIS SECTION ASKS ABOUT CURRENT CLINICAL PRACTICE 
 
We are examining trends in the frequency of certain problems seen in general practice.  Please 
think carefully and estimate the number of times in the last week and in the last month when 
you have:  
 [If none, write 0] 
 
 
 
 
- diagnosed and/or treated chlamydial infection of the 
cervix 
 
- diagnosed and/or treated another STD in a female 
patient 
 
- diagnosed and/or treated an STD in a male patient 
 
- written or spoken to any previous sexual contact of 
one of your patients with an STD (contact tracing) 
 
- performed a Pap smear 
 
- provided contraceptive advice 
 
- had a patient request an HIV test 
 
- ordered an HIV test 
 
- had a patient receive a positive HIV result 
 
-  offered specific advice about safer sexual practices 
 
-  asked a patient about the use of intravenous drugs 
 
-  asked a patient specific questions about sexual 
practices 
 
- diagnosed a patient with HIV 
 
-  provided continuity of care to a patient with HIV 
 
-  referred a patient to an STD clinic 
 
-  referred a patient to a specialist in HIV practice 
 
- used a Non-English-Speaking specific service  
 
 
 
 
 
 
 
 
 
Last week 
 
 
 
............ 
 
 
............ 
 
............ 
 
 
............ 
 
............ 
 
............ 
 
............ 
 
............ 
 
............. 
 
............ 
 
............ 
 
 
............ 
 
............ 
 
............ 
 
............ 
 
............ 
 
............ 
 
 
 
 
 
 
 
 
Last month 
 
 
 
............ 
 
 
............ 
 
............ 
 
 
............ 
 
............ 
 
............ 
 
............ 
 
............ 
 
............ 
 
............ 
 
............ 
 
 
............ 
 
............ 
 
............ 
 
............ 
 
............ 
 
............ 
 
 
 
CASE SCENARIOS 
 
22. Here follow six case scenarios. Imagine that the patients are not new patients to your practice, 
but have not been seen by you for at least a year.  What is the likelihood of your initiating a 
discussion about STD risk in each of these cases?   (Circle one in each case) 
 
Case No 1: 
A 20-year-old single woman attends for a repeat of her oral contraceptive prescription. 
 
Highly likely  Likely  Unlikely Not at all likely 
 
1   2  3  4 
 
 
Case No 2: 
A 45-year-old woman, recently divorced, attends with severe headaches and irregular heavy periods. 
 
Highly likely  Likely  Unlikely Not at all likely 
 
1   2  3  4 
 
 
Case No 3: 
A 23-year-old Anglo-Australian man requests an HIV test. 
 
Highly likely  Likely  Unlikely Not at all likely 
 
1   2  3  4 
 
 
Case No 4: 
A 23-year-old woman of Non-English-Speaking Background requests an HIV test. 
 
Highly likely  Likely  Unlikely Not at all likely 
 
1   2  3  4 
 
Case No 5. 
A 23-year-old Anglo-Australian woman requests an HIV test. 
 
Highly likely  Likely  Unlikely Not at all likely 
 
1   2  3  4 
 
 
Case No 6: 
A 38-year old man who has recently separated from his wife consults you for sleeping problems. 
 
Highly likely Likely  Unlikely Not at all likely 
 
1   2  3  4 
 
 
 
Thank you. 
PART 4-  Satisfaction with services  (Interviewer-administered) 
 
 
 
“Thank you. Now I’d like to discuss local services and your experiences with them.” 
 
Services 
 
23. Which of the following services are you aware of?    
 
Sydney Sexual Health Centre*    Yes No  
Livingstone Road Sexual Health Clinic*   Yes No  
Canterbury Sexual Health Clinic*    Yes No  
Albion Street Centre      Yes No  
Family Planning Association      Yes No  
Multicultural HIV/AIDS Service*    Yes No    
 
 
24.  Have you referred patients to any Area Health Service* facilities for STDs, hepatitis B or 
 C, or HIV/AIDS? 
Yes No Not sure   
 
If yes, how many patients?.................. Over what time period?........................................... 
 
To which facility?.................................................................................................................. 
 
.............................................................................................................................................. 
 
Were these patients from a NES background? Yes/No 
 
........................................................................ 
 
 If yes, what was your experience of: 
 
 - waiting time    Very good Good        Not good  N/a  
 - communication   Very good Good        Not good  N/a  
 - interaction with staff  Very good Good        Not good  N/a  
 - referral letter back to you  Very good Good        Not good  N/a  
 
 
25. Were there any issues about cultural awareness or sensitivity, from your point of 
view?    
 
.......................................................................................................................................... 
 
.......................................................................................................................................... 
 
.......................................................................................................................................... 
 
 
 
26. Have you had any feedback from any patients referred to Area Health Service 
facilities for STDs, hepatitis B or C, or HIV/AIDS? 
Yes No Not sure 
 
 If yes, what were your patients’ experiences of: 
 
 - waiting time     Very good Good         Not good 
 - communication    Very good Good         Not good 
 - interaction with staff   Very good Good         Not good 
 
Service gaps 
 
27.  What services or other resources do you think would be useful in helping you to 
manage NESB patients with STDs, hepatitis B & C, HIV/AIDS? 
 
 
...................................................................................................................................................... 
 
Any specific groups?.................................................................................................................... 
 
...................................................................................................................................................... 
 
...................................................................................................................................................... 
 
28.  What services or other resources do you think would be useful for your NESB patients? 
 
...................................................................................................................................................... 
 
.................................................................................................................................................... 
 
.................................................................................................................................................... 
 
 
Specific cultural information  
 
29.  What particular cultural factors or sensitivities should be kept in mind when taking a 
sexual history from a NESB/Chinese/Vietnamese-speaking patient? (As applies) 
 
 
...................................................................................................................................................... 
 
...................................................................................................................................................... 
 
...................................................................................................................................................... 
30. What particular cultural factors or sensitivities should be kept in mind when 
conducting a physical examination (e.g. for an STD) of a NESB/Chinese/Vietnamese-
speaking patient? (As applies) 
 
...................................................................................................................................................... 
 
...................................................................................................................................................... 
 
...................................................................................................................................................... 
 
...................................................................................................................................................... 
 
..................................................................................................................................................... 
 
...................................................................................................................................................... 
 
...................................................................................................................................................... 
 
 
“Finally, just one more section before I leave behind a survey component for you to 
complete. 
 
31.  “Do you have you a copy of any of these publications?  I’m sorry I can’t leave them with 
 you; they have to be ordered by you from ASHM.” 
 
(Show copies) 
 
“1997 ASHM Directory of Australasian HIV Medical Services” Yes No 
“Could it be HIV?”           Yes No 
“Managing HIV”?         Yes No 
 
 
“You may order them from ASHM- here is their address and phone number.”  
 (Give photocopied page if required). 
 
  
 
 
 
 
 
 
“Thank you very much for your time today.  Your assistance has been appreciated.  I will 
leave a further short survey for you to complete and send to me in the attached Reply Paid 
envelope.   We’d really appreciate getting this back from you as soon as possible.” 
 
GP NEEDS ASSESSMENT IN STDs, HEPATITIS, and HIV/AIDS 
 
 
INTERVIEW SCHEDULE 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PART V- Leave-behind questionnaire (educational needs, preferences, resources) 
 
 
 
 
 
Please return the questionnaire in the Reply Paid envelope provided. 
 
To: GP Needs Assessment 
att. Elizabeth Proude 
Locked Bag No 8 
Newtown 2042  
 
PART 5-  Educational needs and preferences.    
 
34.  Please indicate those aspects of STD and related issues in which you’d like to 
strengthen your skills. Please tick as many as apply to 
you.  
 
 
Diagnosis and management                     
identifying seroconversion illness for HIV...      
interpretation of test results   ...........................   
management and continuity of care................     
drug interactions..............................................     
 
Support  
 
support and resources for referral..................      
cross-cultural communication........................     
becoming a prescriber for HIV medications...     
access to hospital resources............................     
 
Risk assessment 
 
sexual history taking.......................................     
risk factors and risk assessment......................     
transmission....................................................     
infection control.............................................      
 
Diagnostic tests and follow-up 
pre and post-test counselling...........................     
medico-legal implications...............................     
notification.....................................................      
contact tracing.................................................     
 
Sexuality issues 
 
counselling in sexual health............................     
sexual dysfunction..........................................     
transgender issues...........................................     
sexual orientation problems............................     
 
 
 
 
Training needs 
 
35. In your opinion, how useful would each of the following be as a means of  
receiving clinical management information on STDs/HIV/AIDS?   
Tick one option in every row. 
         Very   Somewhat  Not  
useful  useful  useful     
 
Clinical practice guidelines             
 
Articles in division newsletters        
 
GP Division meetings on STDs        
 
Small group workshops with other GPs  
and sexual health experts         
 
Practice Assessment Activity  
in STD prevention          
 
Distance learning or self-study modules 
which attract CME points          
 
Short-term clinical attachment   
to an STD service          
 
Cultural training         
 
A pre-arranged visit by a  
‘simulated patient’ to get practice in 
STD risk counselling and feedback        
 
Educational audio or videotapes         
 
A reference service provided by 
telephone       
e-mail        
fax        
Internet       
 
 
Have you any other suggestions? (please write them below)   
 
................................................................................................................................................ 
 
................................................................................................................................................ 
 
................................................................................................................................................ 
 
 
36. In the current triennium (1996-98), have you participated in any continuing medical 
education programs (excluding self learning)  in the areas of: 
 
 
STD diagnosis or management     Yes No  
 
If yes, please specify:................................................................................................... 
 
Hepatitis B diagnosis or management     Yes No  
 
If yes, please specify:................................................................................................... 
 
Hepatitis C diagnosis or management     Yes No  
 
If yes, please specify:.................................................................................................... 
 
HIV/AIDS diagnosis or management     Yes No  
 
If yes, please specify:..................................................................................................... 
 
 
 
37.  Which would be your preferred days for attending training seminars? Tick any that 
apply. 
 
   Mon    Tue        Wed    Thu  Fri   Sat        Sun  
 
 
 
38.  What are your preferred times for attending training seminars? Please tick any that 
apply. 
 
     Breakfast meeting eg, 7-9 am    
 
Lunch-time, e.g. 1-3 pm   
 
Evening,  e.g. after 6pm   
 
Half day sessions     
 
Full day sessions    
 
 
 
 
 
 
 
Please turn the page 
 
 
39.   Would any of the following be necessary to enable you to participate in a clinical   
attachment? 
 
(a) Access to a free locum while you are away from your practice? 
 
 Yes  
 No    
 Not sure 
 
(b) RACGP QA/CME points      Yes  
 No     
 Not sure 
 
(C) Divisional payment at the ‘in-hours’ hourly rate ($97)  Yes  
 No    
 Not sure 
 
(d) Other (please specify)  
 
.......................................................................................................................................... 
 
.......................................................................................................................................... 
 
.......................................................................................................................................... 
 
.......................................................................................................................................... 
 
 
 
 Thank you! 
 
 
 
 
 
Please return the questionnaire in the Reply Paid envelope provided. 
 
To: GP Needs Assessment 
att. Elizabeth Proude 
Locked Bag No 8 
Newtown 2042  
 
 
 
